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ANDY HALL — OUTSTANDING 
GENERAL PRACTITIONER 

On Sunday, October 30, a special secret com- 
mittee carefully considered twenty two appli- 
cants for the designation as outstanding general 
practitioner for the State of Illinois. Andy 
Hall of Mt. Vernon was selected for this honor. 
Doctor Hall will be the Illinois candidate to be 
presented to the A. M. A. House of Delegates at 
the interim session to be held in Washington, 


December 6-9. He will also be given signal 
honors at the 1950 annual meeting of the Ili- 
nois State Medical Society which will be held in 
Springfield, May 23-25. 

Andy Hall, the son of Colonel Miron W. and 
Julia MeLean Hall, born on a farm in 
Hamilton County, Mlinois, January 8, 1865. His 
father served in the Mexican War, and com- 
manded an Illinois regiment during the Civil 
War. His mother’s family gave to Illinois the 
United States Senator after whom McLean 
County was named. He was the eighth child in 
a family of nine. His early education was ob- 
tained in a one room, log school house, later in 
the McLeansboro public schools, the Northern 
Illinois Normal and Dixon Business College. 

He entered the Medical School of Northwest- 
ern University, from which institution he was 
graduated in 1890. Following graduation, he 
located at Mt. Vernon, where he has resided 
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since, and has enjoyed a very extensive practice 
throughout the years. He was truly a horse and 
buggy doctor, and when road conditions were 
such that the use of a buggy was impossible, he 
rode on a horse, and even made many calls in 
bad weather on foot. On one occasion he walked 
more than 30 miles in one day making his city 
and country calls. 

On January 1, 1892, Doctor Hall was united in 
marriage to Miss Anna Laura Glazebrook, who 
was then a teacher in the Mt. Vernon public 
schools. 'To this union three sons were born, all 
of whom are physicians. Doctor Hall was elected 
mayor of Mt. Vernon in 1897, but when the 
Spanish American War was declared in 1898, he 
resigned as mayor, and entered the medical corps 
of the United States Army, serving as Major 
and Surgeon in the 9th Illinois Cavalry, ac- 
companying that unit to Cuba. When he was 
mustered out, he again returned to his practice 
in Mt. Vernon. 

Five weeks later he received a telegram from 
the Surgeon General requesting him to accom- 
pany the volunteer Army to the Philippine Is- 
lands during the insurrection. Leaving Mrs. 
Hall, a three year old son and the eleven months 
old baby, he again closed his office and started for 
Manila. He remained in service until 1901, when 
he again reopened the office in Mt. Vernon. Two 
Charles W. Hall. 


years later, a nephew, Dr. 
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formed a partnership with him, which continued 
for 36 years. 

When World War I was declared, both Dr. 
Andy and Dr. Charles volunteered, closed their 
office and entered the Medical Corps of the Uni- 
ted States Army. He was assigned to duty at the 
Base Hospital at Camp Upton, where he re- 
mained on the surgical staff until the Armistice 
was signed. Doctor Hall returned to Mt. Vernon 
where he alone worked for one year until the 
nephew returned from Europe, and the old 
partnership was resumed. Later, Doctor Hall’s 
son, Marshall W. Hall, joined them, and under 
the name of Hall, Hall, and Hall, they built up a 
Juerative general, surgical and obstetrical prac- 
tice. 

In 1929 Doctor Hall was appointed Director 
of the Illinois Department of Public Health, he 
heing the first “down-state” physician to be so 
honored. For four years he devoted full time in 
the effort to give the State of Illinois the best 
health record ever recorded to that time. During 
his administration the State Sanitary Water 
Board came into existence, and the Health De- 
partment was given supervisory powers over pub- 
iic water supply and sewage disposal systems. 
Other laws for which he aided in their promotion 
were those clarifying the duties of coroner in re- 
gard to the signing of death certificates, and 
‘aising the standards of public health nurses. 

He also initiated two important projects rela- 
tive to trachoma and undulant fever. <A search- 
ing survey elicited the information that there 
were more than 400 active cases of trachoma in 
Southern Illinois, and more than 200 of these 
were hospitalized in the effort to save their vision 
and restore their health. A state committee was 
appointed to combat the threatening rise of un- 
dulant fever, and a program based upon a de- 
tailed epidemiological study of the disease in 
Illinois was instituted. During his term as 
Director of the Department of Public Health, 
Doctor Hall delivered between 400 and 500 pub- 
lic addresses in all parts of the state. 

In 1933 Doctor Hall resigned as Director of 
the Department of Public Health, and returned 
to Mt. Vernon, and again became the head of the 
“Hall, Hall and Hall” office. In 1939 Dr. 
Charles W. Hall’s health was impaired, and he 
withdrew from the firm. When World War II 
was declared, Dr. Marshall Hall volunteered, and 
entered the Medical Corps of the U. S. Navy, 
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Andy Hall 


serving 314 years in the Mediterranean and Afri- 
can campaigns and then in the Pacific. He was 
discharged at the end of the war with the rank 
of Commander. During this period, the firm of 
“Hall, Hall and Hall” was reduced to one, Doc- 
tor Andy carrying on in the large office, which 
formerly had three physicians. He was chairman 
of the Medical Board of Appeals for the 29th 
District, taking time out for this important func- 
tion. 

In 1946 Doctor Hall was given the Mt. Vernon 
Civic Award, for “Outstanding and _ Distin- 
guished Community Service”. He was always in- 
terested in medical society work, and for many 
vears was secretary of the Jefferson-Hamilton 
County Medical Society. He actually missed only 
two annual meetings of his state medical society 
in more than 40 years and only because he was in 
service during the wars. For 19 years he was a 
member of the Council of the Illinois State Medi- 
cal Society, and on several occasions refused to 
consider higher offices within the Society, which 
he could unquestionably have had, if he desired 


’ 


them. 
He was the first, and to now, the only chair- 
man of the Fifty Year Club Committee, and he 
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has personally presented many dozens of the 
certificates and emblems te men who have com- 
pleted fifty years of service, and have been in- 
ducted into the Society’s Fifty Year Club. Since 
the beginning of this interesting work more than 
11 years ago, there have been 650 Illinois phy- 
sicians so honored. ‘This being a pioneer venture 
on the part of the state medical society, during 
the past two or three years, quite a number of 
other state societies have been similarly honor- 
ing their members who have completed fifty 
years of practice. ‘The annual luncheon meeting 
of this club is always conducted under the spon- 
sorship of Doctor Hall. 


Doctor Hall was president of the Mt. Vernon 
Township High School Board for eight years, 
and has been intensely interested in all educa- 
tional endeavors. He is a Fellow of the A. M. A., 
charter member of the American Legion, mem- 
ber of the Illinois State Medical Society, the 
Veterans of Foreign Wars, and is now the De- 
partment Surgeon of the United Spanish Ameri- 
can Wars Veterans. He is a Baptist, and a 
Mason, being a Knight Templar. 


Doctor Hall’s three sons are all physicians. 
Dr. Marshall is associated with his father, Dr. 
Andy Jr. is a “G. U.” 
and Dr. Wilfred a Colonel in the Regular Army, 
and a Flight Surgeon in the United States Air 
Corps. Although nearly 85, Dr. Hall is still 
carrying on, and has no intention of retiring, 


specialist in St. Louis, 


his interests still being in the general practice of 
medicine in addition to his work in industrial 
medicine and surgery. He drives his own car 
daily, and still is willing to make night calls. He 
rarely takes a vacation, but is a firm believer in 
hobbies, and during the quail season, with his 
dog tramps the hills and hollows seeking that 
wary bird, and frequently has but little difficulty 
in getting the legal limit. He is also a confirmed 
fisherman, and can be found on the banks of a 
stream in season, with his rod and reel, or in a 
boat on a lake where he can find bass or crappies. 


The Illinois State Medical Society has selected 
aman who is eminently qualified as its outstand- 
ing general practitioner, and has submitted his 
name to the American Medical Association as the 
Illinois candidate for the national honor. 
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THE A. M. A. INVESTIGATION 


In October the Board of Trustees of the Amer- 
ican Medical Association issued an interesting 
statement, which went immediately to all state 
medical societies, and was later published in the 
J. A. M. A. Since this release was sent out, we 
were informed that some six other medical socie- 
ties had been added to the list of those to be 
investigated, and perhaps at this time some 
others have been informed that their activities 
will be likewise investigated. The release from 
the A. M. A. is as follows: 


“The Board of Trustees of the American Medi- 
cal Association today issued a public statement 
protesting the use of a police arm of the govern- 
ment — namely the anti-trust division of the 
Department of Justice — in a campaign to dis- 
credit American medicine and terrorize physi- 
cians into abandoning their opposition to com- 
pulsory health insurance. 


The statement revealed that 16 state and 
county medical societies, and other medical or- 
ganizations, including the A. M. A. itself, have 
been made the targets for investigations by the 
anti-trust division of the Justice Department 
during the past 30 days. 

The medical groups suddenly brought under 
investigation, it was announced, include the fol- 
lowing. 

American Medical Association, New York 
State Medical Society, Utah State Medical As- 
sociation, Washington State Medical Society, 
Arkansas Medical Society and the Oklahoma 
State Medical Association, Michigan Medical 
Service, a Blue Shield Prepaid Medical Care 
Plan, and the Arkansas Blue Cross Shield Plan, 
Los Angeles County Medical Society, California, 
Beckham County Medical Society, Oklahoma, 
Wayne County Medical Society, Michigan, Har- 
ris County Medical Society, Texas, King County 
Medical Society, Washington, and the New York 
County Nassau County and Queens County Medi- 
cal Societies in New York State. 

The A. M. A. Statement follows: 


“This is an official statement of the Board of 
‘lrustees of the American Medical Association, 
protesting the use of a police arm of the govern- 
ment — namely, the Anti-Trust Division of the 
Department of Justice — in a campaign to dis- 
credit American Medicine and terrorize physi- 
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cians into abandoning their opposition to com- 
pulsory health insurance. 

“The A. M. A. has opened its records to the 
Justice Department, without reservation, and 
medical societies throughout the country un- 
doubtedly will do likewise, but we intend to 
keep the public fully informed of developments, 
as we are convinced that these are not bona fide 
anti-trust investigations, and that the American 
people will not tolerate police state methods in 
this country. 

“We would be naive, indeed, if we ignored the 
political implications of this sudden rush of 
investigations, attacking medical societies, at 
a time when the administration is doing its ut- 
most to stifle opposition to its proposed system of 
government-controlled medical care. 

“This scheme, it is specifically provided, would 
be a government monopoly, to which every citizen 
would be compelled to contribute, and which 
would destroy all the hundreds of voluntary 
health insurance systems which now provide 
prepaid health care for more than 61,000,000 of 
the American people. 

“Certainly it will be a travesty on justice if 
the Anti-Trust Division of the Department of 
Justice can be used to silence opposition to the 
creation of a government-trust in medicine. 

“The American people, we believe, will hardly 
think it a coincidence that these anti-trust in- 
vestigations should be ordered at this time — 
after there have been repeated threats that medi- 
cal groups would be ‘investigated’ because of their 
opposition to socialized medicine. 

“The chronology of events, since the American 
Medical Association decided to make a nation- 
wide campaign against compulsory health insur- 
ance, and in behalf of voluntary health insurance, 
is, we believe, of real significance. 

“In November, 1948, the A. M. A. at its mid- 
winter meeting voted to collect funds from its 
members to finance a campaign of public educa- 
tion on this issue. A public announcement was 
made to that effect. 

“Only a month later, in December, agents of 
the Department of Justice called on the Chicago 
Medical Society, seeking to check the Society’s 
records in connection with an alleged anti-trust 
investigation. 

“During the February session of the Board 
of Trustees of A. M. A. in the early hours of 
February 10, the board room was broken into 
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and records of the Board were thoroughly 


seached by persons unknown. Brief cases of 
the trustees, left in the room, were also searched, 
Iintrance was gained through a window. The 
facts indicate this was a search for information, 
rather than an ordinary burglary. Certainly 
no friends of medicine would take this means of 
obtaining medical data. 

“A few weeks later, toward the end of Febru- 
ary, administration leaders began threatening 
medical societies and medical men with ‘investi- 
gation’ as part of their campaign to discredit 
and intimidate the medical profession. Since 
then, there hasn’t even been much attempt to 
disclaim the political nature of these investiga- 
tions. 

“On February 28, 1949, for example, one of 
the national press associations carried a dispatch 
from Washington quoting government officials as 
stating that anti-trust actions would be started 
against ‘several’ medical societies soon after the 
compulsory health insurance drive was started in 
Congress. 

“The implication was plain that the ‘investi- 
gation’ would be part of the administration’s 
campaign for its socialized medicine scheme. 


“The threats made then are now realities. An 
epidemic of ‘investigations’ aimed at medical 
societies and voluntary medical care plans, has 
Lroken out in widely separated states and cities 
all over the country. 


“We want it clearly understood that we be- 
lieve this attack on the medical profession stems 
from the Anti-Trust Division of the Justice De- 
partment and political string-pullers who have 
exerted influence on that agency. We believe it 
to be an outrageous abuse of public power which 
far transcends in gravity the issue of compulsory 
health insurance, vital as that issue is. 


We recognize that politically-motivated attacks 
have been made on many other groups by this 
division of the government, and we invite their 
cooperation with American medicine in an effort 
to alert the American people to the seriousness 
of this trend toward police state methods. If the 
police arm of the government is used to intimi- 
date doctors and others, and this abuse of power 
goes unchallenged, it may next be used to ter- 
rorize publishers or grocers, farmers or lawyers, 
Catholics, or Jews, or any other minority in the 
nation.” 
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It is quite obvious that these investigations 
will not terrorize physicians throughout the 
country into abandoning their opposition to com- 
pulsory health insurance. Since the release was 
issued in October, there have been literally hun- 
dreds of news paper editorials and articles, call- 
ing attention to their readers of this movement 
cn the part of the Department of Justice, and 
most likely the reactions have in a way been re- 
sponsible for many American people in their 
respective home communities to have a different 
attitude concerning the work of American phy- 
sicians and their many efforts to aid suffering 
humanity in times of sickness or accident. 





“BY APPOINTMENT ONLY”’ 

Keeping office hours is an important part of 
the practice of medicine. They can be pleasant 
when well organized and hectic when everything 
is in a state of confusion. It is needless to say 
that better work is accomplished when everything 
is running smoothly. This is important in this 
day and age when the medical profession is being 
scrutinized as never before. 

Opinions vary as to the relative merits of tak- 
ing each patient in turn or by appointment only. 
Many physicians selected the appointment system 
on the theory that it adds prestige without realiz- 
ing that they might do better if they used the 
other method. It means working on a rigid 
schedule and those who do not have the ability or 
inclination to do this will do better work if they 
abandon the idea. In other words, the type of 
office hours depends to a great extent upon the 
personality of the physician and not his type of 
practice. 

There are many advantages to the appointment 
system. The patients are spaced to avoid waiting 
and the physician knows in advance how much 
work lies ahead. It also helps during vacation 
periods and when time off is needed for con- 
ventions. It is indispensable for those who allow 
an hour for each consultation and for those with 
a small practice who have outside work to do. 

But these advantages are offset easily by several 
uncontrollable factors. A short visit puts the 
physician ahead but after a long consultation he 
is behind. The schedule also is upset by emer- 
gencies and by those who “sneak” in to ask one 
question but stay long enough to discuss a dozen, 
Sooner or later the appointments lag behind ; the 
physician is upset and so are the patients. To 
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wait an hour to see a physician is not unusual 
but to wait an hour after making an appointment 
is another matter. It ends so often with no one 
ioking appointments seriously. 

In our opinion, the appointment system should 
be selected if the physician can work on schedule ; 
otherwise, he should just hold hours. A deci- 
sion is in order because it leads to the practice 
of better medicine. 





HOW BROAD THE CARDIAC’S 
HORIZON? 


The long range outlook and the prospects of a 
useful and livable existence for individuals with 
heart disease, irrespective of type, has changed 
amazingly in the past two decades — and 
changed for the better! 

The explanation for this desideratum is prob- 
ably a combination of earlier and better diagno- 
sis, new and more effective therapy, and finally 
the judicious readjustment of cardiacs to a 
twentieth century world. 

To mention only a few of the more common 
forms of heart disease in chronological order 
which have either become “reversible” or at least 
rendered compatible with life and living, we must 
begin with the congenital types, some of which 
are now being completely corrected surgically. 

Rheumatic heart disease, while certainly not 
on the decrease, is being treated more adequately 
than in the past, and accordingly the end results 
are more favorable. It is interesting to note in 
this respect that just recently, committee ap- 
pointed by the Chicago Heart Association recom- 
mended that children with compensated rheumat- 
ie hearts can probably be as adequately taken 
care of in the special rooms of the general schools 
of the Chicago Public School System with a bit 
more supervision than, as previously, in special 
cardiae schools. Children with rheumatic heart 
disease, at least the greater percentage of them, 
with carefully moderated lives, can now look 
forward to maturity, and even senility. 

Acute and subacute bacterial endocarditis, 
which a few short years ago, were synonymous 
with a most unfavorable and limited “outlook” 
and a high mortality rate, are not found to 
respond satisfactorily to prodigious and sustained 
dosages of penicillin. 

Auricular fibrillation only a few years ago was 
considered an acute phase of heart muscle de- 
compensation. We now look upon it as chronic 
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or long termed. If due to an hyper active thy- 
roid influence, the management is simple, and 
frequently reversible; if on the other hand it is 
part and parcel of senile cardiac changes, it too 
is commonly brought under control with proper 
therapy and management, so that the “horizon” 
for this vast horde of cardiacs has been broad- 
ened materially. 

Syphilitic heart disease deserves a brief men- 
tion. Due to earlier diagnosis and more effective 
treatment of syphilis in its primary stage, we 
now encounter syphilitic heart disease much 
less frequently. It is relatively rare, as a matter 
of fact, to find a syphilitic aneurysm. 

We are told, and it is roughly true, that ap- 
proximately two out of five people in the old 
age group, that is, in the seventh, eighth and 
ninth decades of life, die of arteriosclerotic coro- 
nary disease. It is a fact that heart disease is by 
far the most common of all terminal diseases. 
This is understandable. Human life is growing 
longer and longer, and human beings are growing 
woefully old, and the one organ most commonly 
responsible for their ultimate end is the heart. 

And yet it is in this very type of heart disease 
that the cardiac’s horizon has broadened so tre- 
mendously in the past few decades. In the first 
place, we no longer believe the individual with 
angina pectoris is having pain or distress due to 
a spasm of his coronary vessels, but we are con- 
vinced the mechanism and background for this 
coronary complex is definite coronary pathology. 
Accordingly, this type of patient is now being 
treated more sanely and adequately, resulting in 
a markedly decreased mortality rate. As for 
the individual with acute coronary occlusion with 
massive infarction, his mortality rate and his 
life’s expectancy have been altered radically. 


The vast majority of people with acute coro- 
nary occlusion with infarction, if diagnosed early, 
and treated adequately, are rehabilitated and re- 
turned to a useful existence. The outlook for 
old people with acute and chronic coronary dis- 
ease is improving constantly, so that the cardiac’s 
horizon has been broadened to a degree consti- 
tuting in the not too distant future an econom- 
ic and social problem. 

Robert S. Berghoff, M. D. 
Clinical Professor of Medicine, 
Stritch School of Medicine of 

Loyola University 


THE DOCTOR LOOKS IN THE MIRROR 


Times have changed, they say, in the care and 
treatment of the sick. Indeed they have, Doctor: 
this has been a great era in medicine. Life’s 
span has increased thirty years since you started 
practice, many wonder drugs have been discov- 
ered and many diseases have been removed from 
the class of incurables. Hospitals, magnificent in 
architecture, have been constructed and the de- 
partments there in are scientific to the Nth de- 
gree. Scholastically requirements for oncoming 
doctors have been steadily increased for the pub- 
lic good. Through it all the ideals of the profes- 
sion have never wavered and still remain as of 
cld: what can I do to alleviate the pain and suf- 
fering of humanity? Because of the steady prog- 
ress in the field of medicine and because the 
attitude of the profession has remained un- 
changed in the field of its fundamental ideals 
more people have recourse to and receive good 
scientific medical treatment than ever before in 
the history of man. In this, my country, medi- 
cine has gained a stature beyond comparison in 
the world. 

Why then this tumult of criticism of my pro- 
fession? Why the hue and ery of an unsatisfied 
minority for the destruction of the present House 

What have I done to deserve this 
What have I left undone to merit 
[s it that I do not give my pa- 


of Medicine ? 
treatment ? 

this castigation ? 
tients enough attention? Are my charges exorbi- 
tant? I can answer these questions in the nega- 
tive. What then can be the reason? I think, Doc- 
tor, that my fellow practitioners and I have kept 
abreast in our chosen profession but we have 
allowed the rest of the world to pass us by. How 
about our interest in civic problems? What do 
we do about fulfilling our obligations in the field 
of politics? Are we interested and informed in 
the field of labor relations? What concern have 
we shown in the problems of the farmer? Have 
I listened to the leaders of my county, state, 
and national medical organizations in their sug- 
gestions as to the best means of combating com- 
pulsory health insurance or have I said “Let 
ieorge do it.”? Hitherto I have prided myself 
on my individualism, it seems a natural impulse 
for physicians to be individualistic without giv- 
ing thought to the potentialities of the group to 


which they belong. Proponents of government 
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medicine are aware of this and find it useful in 
their attempts to take over the field of healing. 
What have I done about promoting good public 
relations? Unless I become a vital force in my 
community I shall definitely lose my cherished 
individualism within the next several years. Our 
public relations have been woefully inadequate 
and in some instances decidedly childish. I 
stress public relations for the reason that I have 
done so little to maintain a pleasant, wholesome 
relationship with my fellowman but have re- 
mained complacent in my _ ivory tower 
where I have devoted myself to the scientific 
aspects of my profession and closed my eyes to 
the demands of the whole man. I have assumed 
that the world will continue to pay homage to 
my profession despite my failure to share in 
the obligations imposed on all citizens of a free 
I seem blind to the fact that other 
agencies such as insurance companies, labor 


country. 


unions, and cooperatives have been pre-empting 
for themselves more and more of my domain. I 
have been oblivious to the fact that the public, 
over a period of years, has been skillfully propa- 
gandized to question the integrity and ability of 
the very men who have devoted their lives to 
making this the healthiest nation in the world. 
Even our severest critics concede that in times of 
crisis the doctor gives freely and selflessly of his 
time, learning, and strength, therefore I must 
as honestly admit that outside my chosen field 
oi medicine I can be easiliy imposed upon. If I 
expect to continue the practice of medicine un- 
hampered by political administrators I will have 
to come out of my ivory tower, scrap my aloofness 
and fight for the things I believe in. If I 
desire freedom I must be willing to struggle for 
it, I must become militant for the good of the 
humanity I have sworn to serve. 

Robert FE. Fitzgerald, M.D., Milwaukee, Wis., 
as published in the Wisconsin State Medical 
Journal. 





Tuberculosis is preventable and eradicable. 


In the United States it causes one death every 
nine minutes. Illinois needs 3000 additional 


sanitarium beds. 
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INTER-PROFESSIONAL DINNER AND 
FORUM 


The Education Committee of the Rock Island 
County Medical Society sponsored an unusually 
interesting dinner meeting, which was held at the 
Fort Armstrong Hotel, Rock Island, Friday 
evening, November 11. With 180 present, there 
were representatives of many groups — the 
clergy, bar, the dental society, hospital adminis- 
trators, educational system, organized labor, 
pharmacists, insurance, the press and radio, 
chiropodists, Chamber of Commerce, morticians, 
veterinarians, associated industries, nurses alum- 
ni association, Farm Bureau, P. T. A., Rock 
Island and Scott County (Iowa) County Medical 
Societies and the Woman’s Auxiliary. 


Following a fine dinner, three speakers were 
heard. As representatives of the medical so- 
cieties, Drs. Perey E. Hopkins and Harold M. 
Camp told of the work along the line of medical 
public relations, and of the state medical society 
in bringing to the public information concerning 
proposed legislation in Washington. It was 
shown that the primary interests of the medical 
profession today are those as citizens of the 
United States, and efforts were made to show 
that we in this country are following closely 
the pattern of Britain where the first steps to- 
ward a social state began some forty years ago. 


The principal address of the evening was made 
by Joseph H. Hinshaw, a Chicago attorney who 
is an officer of the Illinois Bar Association, and 
chairman of their committee on public relations. 
The subject, “The Doctor, the Lawyer and So- 
cialized Medicine” was presented in a most 
interesting way by the speaker who emphasized 
in no uncertain terms the development of so- 
cialistic and ultimately communistic trends in 
this country which if not checked, would re- 
move another from the present small list of 
major countries having a system of free enter- 
prise and a true democracy. 


Following these presentations, a question and 
answer period was scheduled, with Dr. David 
B. Freeman as moderator. Quite a number of 
interesting questions had been handed in to the 
moderator, and the speaker to whom the ques- 
tions were referred gave the answers. Dr. P. P. 
Youngberg, as chairman of the Educational 
Committee of the Rock Island County Medical 
Society was chairman for the meeting, and de- 
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serves much credit for arranging this interesting 
affair. 

It was the opinion of many who attended the 
meeting that similar meetings should be held in 
all parts of the state, and in other states as well. 
Mr. James C. Leary, Director of the I)linois 


State Medical Society Bureau of Public Rela- 
tions, was present, and he aided materially in 


the selection of the speakers and subjects as pre- 
sented. 

Other county medical societies desiring to con- 
duct a meeting of this type should get in touch 
with Mr. Leary who will render all possible as- 
sistance in making suitable arrangements. The 
address for Mr. Leary is 185 North Wabash 
Avenue, Chicago 1, I}linois. 





ANTICOAGULANT THERAPY 


This long term (anticoagulant) therapy has 
posed many problems. First of all the patient 
usually is standardized in the hospital with daily 
prothrombin tests for several weeks. During 
that time their idiosyncracies to dicumarol are 
studies. They then are placed on daily mainte- 
nance doses and report to the office weekly for 
a blood prothrombin time estimation. At that 
time their daily dose is prescribed for the fol- 
lowing week. In this manner, patients, who 
would otherwise be invalids, have been able to 
carry on their occupation and their social activ- 
ities. 

Excerpt, The Use of Anticoagulants in the 
Treatment of Diseases of the Heart and Blood 
Vessels with Special Reference to Long Term 
Anticoagulant Therapy, William T. Foley, M.D., 
New York, The Journal of the Missouri State 
Medical Assocution, September, 1949. 
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CARCINOMA OF THE VULVA 


Carcinoma of the vulva is one condition which 
will become of greater significance as the life 
expectancy increases inasmuch as it occurs most 
frequently in the sixth or seventh decade. Histo- 
logically it is, of course, a skin cancer but its 
malignant potentiality is great because of the 
rich lymphatic drainage in this area. The 
lesion is usually found on one or another of 
This form of 


cancer ranks fourth in frequency of malignant 


the labia or close to the clitoris. 


conditions of the female genital tract, cervical, 
fundal and ovarian carcinoma being more fre- 
quent. 

Excerpt, Carcinoma of the Vulva, Committee 
on Control of Cancer, Kansas Medical Society, 


The Journal of the Kansas Medical Society, 
September, 1949. 
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Consultations 


Maternal deaths have reached an all time low 
in the state of Illinois. In the past ten years 
the mortality rate has dropped from 5.0 to 0.8 
per 1,000 live births. This remarkable improve- 
ment in the clinical management of childbear- 
ing women has been attributed to many factors. 
Patients report to their physicians at an early 
stage of the pregnancy, pre natal care is more 
thorough, and the physician is better educated 
in the care of obstetrical problems. Over ninety 
per cent of the deliveries now take place in hos- 
pitals. Flood is usually available in adequate 
amounts. Antibiotics are used in a wise and 
judicious manner. However most observers agree 
that the greatest factor in this improvement has 
been the availability and prompt use of consul- 
tation with an experienced obstetrician as soon 
as the patient’s condition is recognized as an 
abnormal one. 

Yet the stillbirth and neonatal death rate has 
not been greatly lowered during the past ten 
years. This fact is important and suggests that 
proper consultation is still not used often enough 
or soon enough. 

If the answer to maintaining this improve- 
ment in maternal welfare and the lowering of 
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MEDICAL ECONOMICS 


The Medical Economics Committee. Chauncey C. Maher, Chmn., Hubert L. Allen, Emmet 
B. Bay, Edwin F. Baker, Carroll Birch, Thomas C. Browning, Roland R. Cross, James 


Graham, George Halperin, Edwin S$, Hamilton, Ford K. Hick, Edwin F, Hirsch, May Mc- 
Donald Milligan, Marie Wessels, Walter M. Whitaker, Holland Williamson. 








in Obstetrics 


our stillbirth rate is better obstetrics then we 
must study the causes of delay in consultation 
and seek or eradicate them. 

One may argue that frequent consultation is 
not the answer to better obstetrics, but that each 
physician must improve his obstetric art. Yet 
there is no question that one already skilled 
in this art can give the better service to the pa- 
tient. His skill must be available at all times. 
With modern communication and transporta- 
tion no community today need be without the 
services of an experienced accoucher. 

Some believe that all obstetrical cases should 
be handled only by those who are specially 
trained in obstetrics. This is an impractical 
idealism. General physicians not only continue 
to care for the great majority of patients but 
should do so. Obstetrics has always been the 
foundation of a family practice. Pre-natal 
care offers the opportunity to the physician to 
learn all about the physical, mental, socio-eco- 
nomic, and philosophical qualities of this family 
unit, to institute preventive medical care, and 
encourage proper living. 

If proper consultation is the key to better 
obstetrics then we must inquire as to methods of 
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improving this relationship between physician 
and obstetrician. Certainly economics, personal 
idiosyncrasies and egocentricities, and a lack of 
understanding as to personal motives are the 
hasic causes of these conflicts that should be 
eliminated. The failure of physicians, obste- 
tricians, and hospital authorities to aid in this 
problem has led to unfortunate circumstances in 
which it was necessary to ask for the power of 
the local Board of Health to force consultation 
and obstetrical aid upon the practitioner. The 
necessity of this was at first deplored by many, 
and regretted by all who love freedom of thought 
and action. Yet in the city where this program 
was instituted, the results speak for themselves. 
Many lives have been saved because of these 
established rules, and all doctors now commend 
this vigilant attitude of the health authorities. 
But force should not be needed among intelli- 
gent men in progressive communities. We should 
be willing and able to solve or own problems. 
Those of obstetrical consultation merely demand 
an objective study by those concerned. 

The obstetrical specialist must be willing to 
offer his services at all times with or without 
financial compensation. He must enter into this 
consultation in a spirit of humility, realizing 
that he is not in any sense a greater human than 
the man calling for help, but that he is needed 
only because of his knowledge and skill in this 
particular field. His first principle then is to 
further increase the confidence of the patient 
and the patient’s family in their physician. This 
must be done at all times by both word and 
action. Errors of diagnosis, judgment, and 
management that may have been made before the 
specialist appears on the scene should never be 
discussed at this time. The present state of 
affairs alone is to be considered and the prognosis 
and management carried on from that point. 

Too often precious time, effort, and energy 
are spent in talking about what should have been 
done, rather that what is to be done. 

Once the specialist has been called in to see 
an obstetrical patient he must follow through 
in command of the case. In most instances this 
can and should be tactfully done from the side- 
lines, so that the relationship of the doctor to 
his patient is not disturbed. This demands not 
only tact and diplomacy on the part of the con- 
sultant, but his desire to help the patient and 
his colleague must overshadow any desire of im- 
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mediate fame or credit in handling a case. Thus 
examination during labor and help at delivery 
can be given to the practitioner in a calm 
friendly spirit. ‘The specialist should always 
present his decision in management to the phy- 
sician and then offer to perform any necessary 
operative steps. When objections are raised the 
consultant again must be diplomatically effective 
in persuading the doctor into wanting him to 
follow through. 

Every physician in general practice realizes 
that operative obstetrics is a skilled art and that 
problems of abnormal obstetrics call for the 
judgment of tremendous experience. Thus he 
should have no fear of early consultation in all 
his troublesome cases providing that his con- 
sultant follows the wholesome ethical practices 
just mentioned. The only burden upon the phy- 
sician is to recognize an abnormal obstetrical 
state and to call for proper help. The re- 
mainder of the problem falls on the specialist and 
it is undoubtedly ethical mistakes by the latter 
that have given the physician a bad taste; lead- 
ing to delay in obtaining help in future cases 
often to the unfortunate detriment of the pa- 
tient. Realizing one’s limitations in surgical 
skill and judgment are certainly important. 

It is up to the practitioner to see that his 
consultant is properly compensated for his work 
after free discussion with the patient’s family. 
The consultant should be open minded and will- 
ing to serve without fee in all necessary in- 
stances, and his fee should always be dependent 
upon the character of the services rendered and 
the patient’s ability to pay. No bills should be 
given to the patient until the amount has been 
discussed with the doctor. 

Once the problem in management or the opera- 
tive emergency is over, the specialist should retire 
to the sidelines and observe the future progress 
of the patient only by study of the record or by 
communicating with the doctor. All follow up 
visits are to be made only by the doctor in charge. 
The specialist should never emphasize his work 
in the case to the patient, but always that of the 
patient’s doctor. 

When the advice of the specialist as to judg- 
ment or operative procedure is not deemed cor- 
rect by the physician calling for aid, then if 
agreement as to the better policy can not be made 
after a thorough friendly academic argument, a 
second consultant should be called. Should 
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his advice agree with that of the first specialist, 
the physician should accept the dictum and the 
first specialist then proceed. If the advice of the 
second consultant differs from that of the first, 
then the first should retire from the case and 
allow the second consultant to take charge. 

It is a bad reflection on our character when 
outside authorities such as lay hospital super- 
intendents, and board of health officials are 
forced to set the rules of obstetric conduct. We 
physicians must be the leaders in improving ma- 
ternal and child welfare. This writer is only a 
neophyte in the consultation field, and these 
words of advice as to coduct are totally unneces- 
sary for many individuals and institutions. But 


to all interested in better obstetrics it is obvious 
that the obstetrician must realize that he has 
often made errors in procedure, and likewise the 
general physician must realize his need of the 
obstetrician. 

Again there is no question but that the best 
way to solve existing difficulties over present 
local consultation practices is for both specialist 
and physician to get together on a friendly basis 
and discuss these difficulties openly and frankly. 
The best place to do so is always the meeting of 
vour local medical society. The greatest benefit 
of the local medical society is the social gather- 
ing of physicians in all branches to solve their 
problems in a spirit of friendship, tolerance, and 
J.R. W. 


understanding. 





DOCTOR CITES LIMITATIONS 
OF TUBERCULOSIS VACCINE 


BCG vaccination against tuberculosis as now advo- 
cated appears to be a rather puny weapon against the 
disease, says a Veterans Administration doctor. 

Protection with the harmless, man-made BCG vaccine 
cannot be expected to succeed where natural vaccination 
with living, virulent human tuberculosis germs already 
has failed, Dr. E. M. Medlar of Sunmount, N. Y., 
points out in the Oct. 29 Journal of the American Medi- 
cal Association. 

BCG vaccine is a preparation for prophylactic inocu- 
lation against tuberculosis. It consists of living bovine 
tubercle bacilli that have been grown over a period of 
many years so that their virulence is greatly reduced. 

Great numbers of people receive a “natural vaccina- 
tion” by contracting a slight infection from other human 
beings, Dr. Medlar explains. 

“In adults over 40 years of age, both minimal pulmo- 
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nary tuberculosis and deaths from tuberculosis are 
caused in large part by reinfection after a previous in- 
fection has healed. 

“Tt is extremely doubtful that artificial vaccination 
can produce results superior to natural vaccination, and 
yet natural vaccination fails to control the disease. 

“It is suggested that greater emphasis be given to 
the major problem in tuberculosis—unrecognized tuber- 
culosis and that due to reinfection in adults over 40 
years of age. An effective solution to this problem 
would make the use of prophylactic measures in youth 
unnecessary.” 


eee eee 


A social worker found four families living in one 
room, Chalk marks quartered the room for each 
family. “How have you been getting along?” she 
asked. “Purty good,” was the reply, “until the old 
lady over there in the far corner got to takin’ in 
roomers.” 
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Deep X-Ray Facilities in 
Downstate Illinois, 1948 


G. Howard Gewen, M.D., Ph.D. 
Chief, Division of Cancer Control 
Illinois Department of Public Health 
Springfield 


It is accepted that radiation therapy alone or 
in combination with surgery is one of the basic 
therapeutic measures employed in the treatment, 
of cancer. In a cancer program, therefore, cog- 
nizance of the availability and degree of acces- 
sibility of such facilities assumes paramount in- 
portance. In our attempt to secure such infor- 
mation for Downstate [Illinois we found that this 
data was not available in any printed or sum- 
marized form. Because we felt that there should 
be some tabulation of such facilities we set out 
to secure this information through the medium 
of a survey. 

Questionnaires were sent to 133 hospitals 
registered by the American Medical Association 
and located outside Chicago. One hundred and 
thirtv replies were received. In the tabulation of 
the findings the hospitals were divided as under 
50 beds, 50 to 99 beds and 100 beds and over. 
For further comparison there was a breakdown 


according to Northern, Central and Southern 
thirds of the State. Based on the 1948 estimates 
the population of the Northern third of the State 
outside of Chicago is 2,162,145, the Central third 
1,647,162 and the Southern third 1,103,260. 

Table I gives a breakdown of the hospitals sur- 
veyed by bed capacity. In regard to the institu- 
tions with a bed capacity under 50 there is fairly 
cven distribution but when it comes to larger 
hed capacities the Southern part of the State is 
not on an equitable basis. 

‘There are 44 certified radiologists in Illinois 
outside Chicago. Since most of these serve more 
than one area or institution we have attempted 
to bring this out in Table 2 in terms of units of 
service rather than merely the number of individ- 
uals performing the service. By radiologist 
units of service, we mean the number of different 
locations served by the 44 certified radiologists. 
The column full-time hospital indicates those 


Illinois Medical Journal 





6 ott om ae tet eet 





nern 
ates 
tate 
hi rd 


sur- 
‘itu- 
irly 
rger 


eis 


nois 
ore 
rted. 
s of 
vid- 
gist 
rent 
ists. 
10se 


rnal 











Table 1. 
NUMBER OF HOSPITALS SURVEYED 








Under 50 50-99 100 or 























District Beds Beds More Beds Total 
Northern Third - 32 60 
Central Third 18 13 19 50 
Southern Third 10 5 5 20 
Downstate Total 43 31 56 130 

Table 2. 
RADIOLOGIST UNITS OF SERVICE 
Radiological 
Full Time Part Time Private 
District (Hospital) (Hospital) Practice Total 
Northern Third 13 34 11 58 
Central Third 13 20 9 42 
Southern Third 2 6 1 9 
Downstate Total 28 60 21 109 





who are the resident radiologists at the hospitals 
concerned. ‘They may also be doing part-time 
work elsewhere. The column part-time hospital 
indicates the number of hospitals that have radiol- 
ogists on a non-resident basis. The column 
private radiological practice indicates those who 
own and operate their equipment or who operate 
equipment as part of a clinic or group practice. 
Some of these serve part-time in neighboring 
hospitals. 


Table 3 gives the number of hospitals with 
full-time radiologists according to bed capacity 
and district distribution. Table 4 gives the same 
information for hospitals with part-time radiolo- 
gists. It is of course obvious that there is an 
overlapping of personnel in Tables 3 and 4. 
Chart I gives this same information by counties. 

Table 5 shows the distribution of deep x-ray 
therapy equipment. Only those x-ray machines 
with a minimum of 200 kv are classed as satis- 
factory for deep therapy. 


Although the prime purpose of our survey re- 
lated to deep x-ray equipment, we coincidentally 
secured information in regard to available radi- 
um. Our interest centered in those hospitals 
owning radium since any hospital may of course 
rent radium as needed or may purchase radon. 
Table 6 gives this information. 

Table 7 shows the availability of qualified 
radiologists and deep x-ray therapy equipment per 
thousands of population. 
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Table. 3: 
HOSPITALS WITH FULL TIME 
RADIOLOGISTS 


Under 50 50-99 100 or 






































District Beds Beds More Beds Total 
Northern Third 0 0 813 A 
Central Third 0 1 12 13 
Southern Third 0 1 1 2 
Downstate Total 0 Z 26 28 

Table 4. ° 
HOSPITALS WITH PART TIME 
RADIOLOGISTS 
— ~ Under 5050-99100 or 

District Beds Beds More Beds Total 
Northern Third 6 10 18 34 
Central Third 5 8 7 20 
Southern Third 0 2 4 6 
Downstate Total 11 20 29 60 

Table 5. 
DISTRIBUTION OF DEEP X-RAY THERAPY 


EQUIPMENT 


No. of No. of No. of 
Counties Machines Machines Total 
Having Owned by in Doctors’ No. of 














Dissrigt Equipment Hospitals Offices Machines 
Northern Third 12 34 11 45 
Central Third 12 20 9 29 
Southern Third 4 4 1 5 
Downstate Total 28 58 21 79 

Table 6. 








DISTRIBUTION OF RADIUM 


~ Hospitals 
Having Average 





I‘rivate Radium mgms. per Total 

District Clinic on Hand Institution Milligrams 
Northern Third 0 7 725 507.5 
Central Third 1 8 103.3 930.0 
Southern Third 0 2 159.5 319.0 
Downstate Total 1 17 97.6 1756.5 








Table 7, 
RADIOLOGICAL FACILITIES IN PROPOR- 
TION TO POPULATION 


Deep X-Ray 


Therapy 

District Radiologists Equipment 
Northern Third 1 per 108,107 1 per 48,047 
Central Third 1 per 82,358 1 per 42,234 


Southern Third 1 per 275,815 1 per 220,652 
Ave. — Downstate 1 per 111,649. 1. per 62,184 _ 
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CHART I 


DISTRIBUTION OF RADIOLOGIST UNITS OF SERVICE 
BY COUNTY, DOWNSTATE ILLINOIS, 1948 





























| Northern 


4 Central No local service 


fe Southern 





Chart II shows the distribution of deep x-ray 
equipment and radium by counties. 
Discussion. 


In analyzing the various assembled data one 
thing is glaringly apparent. Radiological facili- 
ties and service in the Southern third of Illinois 
are not comparable with those in the middle and 
upper thirds. The population of the Southern 
third of the State is of about half that of the 
Northern third, yet the ratio of registered hospi- 
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CHART I 


DISTRIBUTION OF DEEP X-RAY EQUIPMENT AND 
RADIUM BY COUNTIES, DOWNSTATE L.LINOIS, 1948 





ae 


f" 














JZ Central No local facilities 
[29 southern 
Numerals} Number of pieces 
of equipment 
R ] Radium available 


tals is only 1 to 3, the ratio of radiologist units 
of service 1 to 6, and the ratio of deep x-ray 
equipment is 1 to 9. Just as obvious a deficit 
exists when one compares the same items between 
Southern third and middle third; namely 1 to 
2.5, 1 to 5 and 1 to 6. 

As might be expected full-time radiological 
service is usually associated with the larger hospi- 
tals of 100 beds or over. This is equally true in- 
sofar as owning radium is concerned. 
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If radium is to be kept on hand, the American 
College of Surgeons recommends that there be a 
minimum of 150 milligrams in suitable applica- 
tors. Five hospitals maintain 150 milligrams or 
more and meet these recommendations. One hos- 
pital has 120 milligrams and five others have 100 
milligrams each. he others have varying 
amounts less than 100 milligrams. 

For Downstate Illinois the cancer death rate 
for 1948 based on estimated population was 
153.28. Using the calculation that there are 
approximately four cases of cancer for every 
death the case rate would be somewhere in the 
region of 600 per 100,000 population. Using 
the same estimated population for 1948, there 
would be a radiologist rate of about 4 per 100,- 
000. This would mean there would be one radi- 
ologist for approximately each 150 cases of can- 
eer including cancer of the skin which requires 
less time for therapy. Between 40 and 50 per 
cent of the cases of cancer need some form of 
radiological treatment. Therefore, there would 
be one radiologist for about every 75 cases of 
caneer needing radiation. In most instances a 
radiologist does not confine his efforts to radia- 
tion therapy alone but also does diagnostie roent- 
genology. His day is arranged so that about 
half of it is devoted to radiation therapy. Al- 
lowing approximately one-half hour per pa- 
tient, this would permit the treatment of about 
8 patients per day. Taking an average of about 
3 weeks per patient a radiologist should be able 
to handle about 130 cases of cancer per year. It 
would appear that the overal] radiologist service 
potential is well in excess of the present demand. 
In some parts of Downstate it would seem to be 
rather a question of accessiblity than availability. 

The joint Federal, State and Local hospital 
construction program will do much to correct the 
deficiencies in the areas concerned. In Southern 
Illinois as part of this program there are three 
new potential centers for deep x-ray therapy. One 
hospital is under construction and the other two 
are in the final planning stages. The actual 
presence of the equipment of course is not the 
final answer. There must be qualified radiolo- 
gists to operate the equipment. With the im- 
provement of hospital facilities, however, there 
should be more incentive for such individuals to 
locate in these areas. 

Chicago and St. Louis being medical centers 
there has been and still is a flow of patients in 
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those directions. Some of this flow has been 
voluntary and some has been due to referral of 
local physicians. ‘The ability of these areas to 
care for patients, particularly those who cannot 
afford medical care, has reached the saturation 
point. ‘The only Illinois hospital providing free 
care for Downstate patients without funds is the 
Research and Educational Hospital of the Uni- 
versity of Illinois in Chicago. The number of 
beds available for cancer patients is quite limited. 
This hospital draws patients from the upper 
two-thirds of Illinois and an area along the 
Southeastern border of Illinois. St. Louis draws 
patients from the central and western part of 
Southern Illinois as might be expected since it 
is closer to this area. Most of these patients 
apparently go to the Barnard Free Skin and 
Cancer Hospital and to the Barnes Hospital. 
Both of these hospitals have out-patient depart- 
ments, 


It has been our feeling for some time that 
patients are being sent to these institutions who 
could have been treated satisfactorily locally. 
There have probably been two reasons to account 
for this: (1) lack of knowledge of local facilities 
and (2) it is easier to refer a patient to such an 
institution than to attempt to secure medical care 
funds locally. In any event the result has been the 
overloading of these institutions, the development 
of long waiting lists and a resultant delay in 
making treatment available. We do not know the 
details of the type of case referred to St. Louis 
but we do have the information as far as the 
Research and Educational Hospital is concerned. 
In all probability the findings would be similar. 
From January 1, 1948 to December 31, 1948 
there were 88 cases of cancer outside Cook Coun- 
ty that were referred to the Tumor Clinic, Re- 
search and Educational Hospital. In analyzing 
these cases it would appear that about one-fourth 
of the cases could have been treated locally with 
radiation. If special surgical technique is re- 
quired it is understandable why a patient would 
be referred to the Research and Educational 
Hospital. When it is a question of radiation, 
however, in general there is no reason why the 
patient could not be treated at the nearest point 
where the service is available. This would be 
more satisfactory for all concerned. If the pa- 
tient is without financial means there are three 
agencies where aid may be secured — Township 
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Supervisor, Old Age Assistance and Division of 
Vocational Rehabilitation. These agencies can 
pay for the patient’s treatment at the selected 
hospital. 

It is hoped that through this survey we can 
create greater familiarity on the part of the 
physician with what local facilities actually 
exist for the radiation treatment of cancer and 
that it will cut down the number of times pa- 
tients are sent unnecessarily long distances for 
this form of therapy. Also it is hoped that this 
will aid to cut down the burden now being borne 
by those institutions to which these patients are 
now being sent. 





SUMMARY 


1. The findings resulting from a survey of 
radiological facilities in downstate Illinois have 
been presented. 


2. Apparently the overall potential is greater 
than the demand. 


3. In some areas, notably the Southern third, 
these facilities are not easily accessible. 


4. The joint Federal, State and Local hospital 
construction program should help those areas 
in which deficiencies are present. 





USE THE 
YOU 


If the medical profession of America values its 
personal freedom, each doctor must fight against 
passive acceptance of the “status quo.” It is our 
duty to the American people, and to ourselves, 
to protect our system of free enterprise. 

To do this, we must get the truth before the 
people. 


AMMUNITION FURNISHED 


The National Education Campaign of the 
American Medical Association has provided ma- 
terial which can be of tremendous value to us in 
our struggle to reject Compulsory Health Insur- 


ance. 


Don’t delay any longer. Fill out the coupon 
below and put this excellent material to work 


for our cause. 





Please check items and note quantity desired. 


Then mail to: 
Dr. Harold M. Camp, Secretary 
Illinois State Medical Society 
Monmouth, Illinois 
[-] Question and Answer pamphlet 


Quantity 


“The Voluntary Way is the American Way” 


[-] Illustrated Folder, “Your Medical Program — 


Compulsory or Voluntary?” 





Reception room and mail enclosure piece 


C] “Compulsory Health Insurance — A Threat to Health 


— A Threat to Freedom!” 
Basic speech in pamphlet form 








C] “The Doctor,” 19” x 20” color reproduction 


of Fildes painting, for office display 





C7] “The Doctor,” 35” x 35” blowup of Fildes 


painting, for large public display 


NAME: 








STREET ADDRESS: 





TOWN 
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COST OF CARE FOR POLIO PATIENTS 


To the Editor: 

There have been many inquiries recently re- 
garding the arrangements for covering the cost 
of care for poliomyelitis patients. There are a 
number of factors which will be of interest to 
your readers. 

During 1949 a poliomyelitis incidence of un- 
precedented size (more than 37,000 stricken 
since January 1) has put serious financial strain 
upon the National Foundation for Infantile 
Paralysis. For the first time in its eleven year 
history it was necessary to conduct a Polio Epi- 
demic Emergency Drive which although very 
helpful did not entirely meet current needs. 

In its avowed purpose to lead, direct and uni- 
fy the national fight against infantile paralysis 
the National Foundation undertook support of 
research and education, for in these areas lie the 
ultimate hope for eradication of poliomyelitis. 
These programs are not to be compromised in 
any way. 

The greatest cost to the National Foundation, 
however, is payment for medical care to patients. 
It is urgent for all physicians to assist in the 
institution of measures which will reduce costs 
without prejudice to patients. The chief costs 
are for hospitalization. Many poliomyelitis pa- 
tients are hospitalized when they can be cared 
for at home at a reduced cost. 


For December, 1949 


CORRESPONDENCE 











Our experience in this year’s epidemic which 

has spared virtually no part of the country sug- 
gests the following: 
1. Abortive, nonparalytic and mildly paralytic 
poliomyelitis patients are being hospitalized in 
the mistaken idea that the stated period of isola- 
tion must be spent in the hospital. 

2. Overly prolonged hospitalization is fre- 
quent. This is particularly true of the para- 
lytic patient who has achieved maximum im- 
provement from daily physical therapy. Home 
care with periodic office or clinic visits is then in 
order. 

3. There still exists in some places a general 
attitude that poliomyelitis is a bizarre disease 
which only a few physicians can manage. This 
is not so. It is disturbing, for example, to find 
physicians leaning so heavily upon the guidance 
of physical therapists and nurses. The physi- 
cian’s assessment of the total patient is the best 
index in determining when a patient shall leave 
hospital to receive home, office or clinic care. 


4. Patients hospitalized on general ward serv- 
ices are not charged medical fees ordinarily. 
When patients are hospitalized in isolation wards 
for poliomyelitis, however, bills for medical fees 
are at times submitted. Payment is frequently 
made by the local chapters of the National Foun- 
dation whose treasuries are now generally de- 
pleted. 
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It is hoped that your readers will understand 
clearly how urgent is our need for cooperation 
from all practicing physicians in the matters 
mentioned above. 

Sincerely yours, 
Hart E. Van Riper, M. D. 
Medical Director 





*“YOUR MENTAL HOSPITALS’ NEW 


LAW FOR MENTALLY DEFICIENT 

Numerous changes have been made in the 
laws for the mentally deficient in order to mod- 
ernize the procedures and the terminology in 
keeping with the progress in this field. After 
considerable study by a Committee composed of 
interested groups in the medical and legal pro- 
fession, and lay organizations, a bill was drafted 
following rather closely the Illinois Revised Men- 
tal Health Act. This was passed by the legisla- 
ture and became effective on October 1, 1949. 
The old “feeble-minded” law of 1915 was re- 
pealed and in keeping with current professional 
thought, it eliminated from the law the term 
“feeble-minded” replacing it with the words 
“mentally deficient”. 

In addition to the court commitment, the new 
Jaw authorizes voluntary admissions. The steps 
or procedure for admissions are briefly described 
below: 


I. VOLUNTARY ADMISSION 
Any person who is mentally deficient may 
apply directly to the Superintendent of a hos- 
pital for the mentally deficient' for admis- 
sion upon presentation of a notarized petition 
(these petitions are available from the County 
Clerk). 
The petition may may be signed by: 
a. The person seeking admission, if of law- 
ful age. 
b. By the parent or guardian, if the person 
is a minor. 
c. By any relative or attorney with the con- 
sent of the patient. 
A voluntary patient may leave the institution 
fifteen davs after the submission of a written 
request to the Superintendent. 


TI: COMMITMENT 
Any citizen residing within the same county 
in which a mentally deficient person resides, 





1. Private institutions, Dixon State Hospital or Lincoln 
State School & Colony. 
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may file a notarized petition with the County 
Clerk, stating that the individual is in need 
of care, detention and training in an insti- 


tution for the mentally deficient. The per- 
son should be examined by a physician or a 
qualified psychologist prior to the filing of 
the petition. If he has not been examined, 
the court shall appoint a physician or a 
qualified psychologist to examine the : odivid- 
ual. 


The County Judge will set a date for the 
hearing. If a jury trial is demanded, the jury 
will consist of six persons — one, at least 
will be a physician or a qualified psycholo- 
gist. If a jury trial is not demanded the 
Court will appoint a Commission composed 
of two physicians, or one physician and one 
qualified psychologist to examine the person 
to determine if he or she is mentally defi- 
cient. The Commission will render a verdict. 
The Court may accept or reject the verdict. 
The Court may dismiss the person or com- 
mit the individual to the care and custody 
of relatives, to a private licensed institution, 
or to the Department of Public Welfare for 
institutional care. 


Due to the overcrowding in the Illinois State 
Institution for the Mentally Deficient, it is 
necessary to place the voluntary and committed 


cases on a waiting list. 


Under the old law all discharges from these 
institutions were by Court Order. Now the pa- 
tients may be released directly by the hospital 
staff as soon as they deem advisable. The patient 
may be given a Conditional Discharge (a tempo- 
rary supervised trial period) or an Absolute 
Discharge (complete discharge). Thus it will 
he possible for an institutional staff to release 
those patients who have borderline intelligence 
and social adjustability. If after supervised re- 
lease it appears that the patient is able to make 
a satisfactory, adjustment, the Department of 
Public Welfare is authorized to discharge the 


patient. 


These are some of the most important changes 
in the new “Act for the Mentally Deficient”. 


G. A. Wiltrakis, M. D. 
Deputy Director 
Medical & Surgical Service 
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NEW FELLOWS, AMERICAN COLLEGE 
OF SURGEONS 

The following Illinois physicians were initiated 
as Fellows of the American College of Surgeons 
at the convocation in Chicago, October 21, 1949. 
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HEMATOLOGISTS WILL MEET 
IN ENGLAND 

The International Society of Hematology will 
hold its Biennial Congress at the University of 
Cambridge, Cambridge, England from August 
°1 through 26, 1950. 


For December, 1949 


The Program committee is in the process of 
receiving titles for papers and scientific exhibits 
to be presented at the Congress. Material to be 
submitted for consideration for the program may 
be sent to Dr. I. Davidsohn, Mt. Sinai Hospital, 
Chicago, Illinois, or Dr. S. Mettier, University 
of California, San Francisco, California. Those 
desiring to present scientific exhibits should make 
application as soon as possible. 





TWENTY-THREE CLINICS FOR 
CRIPPLED CHILDREN LISTED 
FOR JANUARY 

Doctor Herbert R. Kobes, director of the Uni- 
versity of Illinois Division of Services for 
Crippled Children, has released the January 
schedule of clinics for physically handicapped 
children. The Division will conduct 18 general 
clinics providing diagnostic orthopedic, pediatric, 
speech and hearing examinations along with 
medical social and nursing services. There will 
he 4 special clinics for children with rheumatic 
fever and 1 for cerebral palsied children. 

Local medical and health organizations, both 
public and private, cooperate with the Division in 
providing this clinic service to Illinois’ thou- 
sands of physically handicapped children. The 
examining clinicians are selected from private 
physicians who are certified Board members. 
Any private physician may prefer to bring to a 
convenient clinic those children for whom he may 
want examinations or may want to receive con- 
sultative services. 

The January clinics are: 


January 4 — Joliet, Will Co. TB Sanitarium 
January 4 — Alton, Alton Memorial Hospital 
January 5 — Cairo, Publie Health Building 
January 10 E. St. Louis, St. Mary’s Hos- 


pital 
January 10 - 
January 10 — 
January 11 - 


Quincey, St. Mary’s Hospital 
Peoria, St. Francis Hospital 
Hinsdale, Hinsdale Sanitarium 
January 12 Springfield, St. John’s Hospital 
January 12 —- Elmhurst (Rheumatic Fever) — 
Memorial Hospital of DuPage County 


January 13 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

January 13 — Clinton, 

January 17 — Danville Lake View Hospital 


January 18 — Sterling, Sterling Public Hos- 


pital 
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January 18 — Elgin, Sherman Hospital 
January 19 — Rockford, St. Anthony’s Hospital 





January 19 — Mt. Vernon, Masonic Temple 

January 24 Salem, American Legion Hall 

January 24 — Peoria, St. Francis Hospital 

January 25 — Springfield (Cerebral Palsy), 
Memorial Hospital 

January 25 — Evergreen Park, Little Company 
of Mary 

January 26 — Bloomington, St. Joseph’s Hos- 
pital 

January 27 — Chicago Heights (Rheumatic 
Fever), St. James Hospital 

January 31 — Effingham (Rheumatic Fever), 


Douglas Township Building 
Children accepted for Division care are those 

with: 

1. Orthopedic conditions including acute polio- 
myelitis 

. Rheumatic fever and heart disease 

. Conditions of the nervous system 

. Cerebral palsy 

. Congenital and acquired defects which re- 
spond to plastic surgery 

6. Speech defects associated with organic con- 
ditions 

. Hearing loss and deafness 

8. Epilepsy 
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DOCTOR IS YOUR NAME LISTED? 

The Scientific Service Committee of the Illi- 
nois State Medical Society is preparing an 
addenda or supplementary list of speakers and 
subjects for use by county medical societies in 
arranging their regular programs. The new com- 
pilation will be a supplement to the present List 
of Speakers which was revised three years ago, 
including the names of some 500 physicians who 
are willing to cooperate in the activities of the 
Scientific Service Committee by lecturing to the 
county medical societies in the state. 


Physicians who wish to be included in the 
new List should send their names and subjects 
to Miss Ann Fox, 30 North Michigan Avenue, 
Chicago 10, Suite 1416. 

It is hoped that every County Medical Society 
in Illinois will be represented in the forthcom- 
ing supplement.—Robert S. Berghoff, Chairman. 





THE C.M.S. ANNUAL CLINICAL 
CONFERENCE 

Attendance at the 1950 Clinical Conference 
of the Chicago Medical Society should be a must 
on your schedule. Set aside four days — Febru- 
ary 28, March 1, 2, and 3, 1950 for valuable 
postgraduate observations. 

There will be Clinical Sessions and Scientific 
Lectures by the nation’s foremost medical au- 
thorities and educators. ‘There will be selected 
Scientific and Technical Exhibits, displayed that 
will dramatize medical developments “up-to- 
date.” 

A feature of the Conference will be color tele- 
vision of actual surgical procedures, and also 
black and white telecasts. Observers will see 
close-up surgical techniques and medical pro- 
cedures in full color detail. 

Mark your calendar now for February 28, 
March 1, 2, and 3, and make your reservation 
direct to the Palmer House which will be the 
headquarters for this great 1950 meeting. 





TRAINING PROGRAM IS APPROVED 
To the Editor :— 

Would you be so kind as to insert in your jour- 
nal the notice that the three year training pro- 
gram in Gynecology and Obstetrics at the Cook 
County Hospital has been approved by the Coun- 
cil of Medical Education and Hospitals of the 
American Medical Association. 

John B. O’Donoghue, M.D. 
Secretary, General Staff 
Cook County Hospital 
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The Menace of the Coming Months 


The Hon. L. C. Arends 


Member of the House of Representatives, 
17th District, Illinois 
Melvin 


Right at the outset it might be well to explain 
the possible reasons for my being one of the 
speakers of the day. As a member of the House 
of Representatives for 15 years, I have been ex- 
tremely interested in problems of government as 
as they affect all our citizens. There seems to be 
no end to the troublesome problems that confront 
the Congress, and, at this particular time, we are 
bogged down under a terrific load of responsibili- 
ties. 

Ours is a hard job and all too often a com- 
pletely thankless one. On occasion, one thinks, 
“Well, why not throw in the sponge and let 
someone else do the worrying.” However, a 
good citizen doesn’t do such things and we con- 
tinue to fight to keep alive the best form of 
government ever devised by man, a republican 
representative form of government handed down 
to us under the Constitution. 


em 


Presented at Second Speaker’s Conference, LaSalle 
Hotel, Chicago, September 11, 1949. 


For December, 1949 


Among the many proposals facing Congress 
at this time is the one of compulsory health 
insurance. I have had many, many letters re- 
garding this legislative proposal and, accordingly, 
began to write replies to the many doctors in my 
district, stating my views on what is commonly 
known as socialized medicine. I decided to send a 
letter to each doctor in my district setting forth 
in clear pattern my views and convictions on this 
all-important proposal. As a result of this letter 
to the doctors in the 17th Congressional district 
of Illinois, I have had very many favorable 
responses. Evidently such letters received wider 
distribution than I had anticipated and the letter 
evidently paved the way to my being invited here 
today as one of your speakers. Needless to say, 
T rejoice in the opportunity, for it affords me 
these few moments to tell you exactly what the 
thinking of an elected official is and how he views 
the problems that face you, as individuals, and 
your organization and, far and above all else, 
the welfare and health of all our citizens. 
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As one member of Congress, I am opposed 
to socialized medicine, first because the whole 
concept of state regimentation springs from 
the basic doctrines of Communism and Marx- 
ism; and second, because the United States to- 
day enjoys the highest standards of medical 
care and the highest standards of public health 
and general well-being of any land on the face of 
God’s great globe — and I do not intend to stand 
idly by and see these fine standards sacrificed 
to the experimental socialism of our national 
planners and bureaucratic collectivists. 

Wherever we encounter socialism, we note four 
unfailing characteristics of its operations, in 
whatever field. 

First: It promises more than it can deliver. 
If you question that, a half-hour with the British 
national budget tonight will give you the answer. 


cost 
as we 


Second: Socialistic always 
much more than the original estimates 
shall see when we examine in some detail the 
unhappy experience of Britain under socialized 


medicine during the last fifteen months. 


prog rams 





Third: Every program of state socialism en- 
tails an ever-expanding burden of administratwe 
bureaucracy, red-tape, forms, compliance check- 
ers, and official snoopers delving into the in- 
timate daily concerns of the people. 


And fourth: Every program of state socialism 
tends to grow and expand from year to year, 
gradually taking in more and more territory, 
until the people are literally smothered and hog- 
tied by governmental restrictions and regula- 


‘ 


tions. 


In all human history, there is not a single ex- 
ception to this rule of bureaucratic growth. The 
blight of bureaucracy is all-pervading. It cor- 
rupts and demoralizes everything it touches. 


And let me assure you that there is nothing 
in the recent history of the Social Security Board 
or the Federal Security Administration to sug- 
gest that the proposed new program of social- 
ized medicine would be administered in a 
manner different in any way from the standard 
pattern of bureaucratic operations—forms, paper 
work, regimentation, shocking inefficiency, and 
scandalous waste. 

Let me read to you what one qualified ex- 
pert in Washington had to say about today’s run- 
away bureaucracy in America. This quotation is 
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from no less an authority than Mr. Lindsay 
Warren, the Comptroller General of the United 


States. His Agency, the General Accounting 
Office, has the final audit and approval of every 
voucher cleared for payment by any federal agen- 
cy. He would eventually audit every doctor bill 
for payment — if socialized medicine should be- 
come the law of the land. He is the one man in 
the United States who knows intimately and pre- 
cisely the structure and functions of every seg- 
ment of our sprawling federal bureaucracy. Here 
is his description of Washington today — an in- 
teresting description from a man who formerly 
served as a Democratic member of the House of 
Representatives. He says: “The government is 
too big. It’s a hodge-podge and a crazy quilt 
of duplication, over-lap, inefficiencies and incon- 
sistencies. It is probably the ideal system for 
to pay the bill.” 


That, ladies and gentlemen, is the testimony 
of the Comptroller General of the United States 
before a Committee of the Senate on January 
25, 1949. I submit that to turn American med- 
icine over to such a clumsy, headless monster 
as Lindsay Warren describes, would be to turn 
back the clock of progress by fifty years over- 
night ! 


I submit that when an American citizen is 
sick or infirm, he wants to consult a doctor of 
medicine, not a doctor of philosophy in the 
Social Security Board, nor a doctor of law in 
the Federal Security Administration, nor yet a 
doctor of political science, nor a doctor of civil 
admistration. 


The proposals for socialized medicine now be- 
fore Congress seek the nationalization of Ameri- 
can medicine down to the last bottle of aspirin, 
with Washington in complete direction and con- 
trol of every hospital, every medical school, every 
research laboratory, every physician, every den- 
tist, every nurse, and évery hospital technician 


in the land. 


To my mind, this issue reaches to the very 
roots of American constitutional government. 
For I believe firmly that if this plague of social- 
ized medicine can be fastened upon the people 
of the United States by adroit government 
propaganda, then it will not be long before the 
last vestige of freedom under law will disappear 
in every other relationship of life. 
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For if American medicine can be taken over 
by the Washington bureaucracy, then it will be 
only a matter of time until education will be 
taken over ..... and then insurance, then 
publications and public intelligence .... . fi- 
nally all entertainment and cultural expression. 
The hand writing is on the wall. 

That, at least, is the history of national social- 
ism in modern times. It must be complete and 
total. 


For so long as men and women are free in one 
sphere of life, they will push and struggle for 
freedom in wider spheres. At length, only the 
proven measures of the Police State can repress 
the human instinct for freedom. 

Let us keep in mind the classic admonition of 
Winston Churchill, who declared from the moun- 
tain tops of prostrate Britain in the grim and 
bitter days of 1943: 

“We must beware of trying to build a society 
in which nobody counts for anything except the 
politician or an official — a society where enter- 
prise gains no rewards and thrift no privileges.” 
Socialized Medicine In Soviet Russia Today — 
Communist Russia has moved farther along the 
path of complete and absolute state medicine 
than any other country. You will be interested 
in a current description of medical administia- 
tion in Soviet Russia. Let me say that this is a 
wholly sympathetic description, for it was writ- 
ten by an American Communist, who admits that 
he got much of his basic material from Amtorg, 
the Soviet trading office in New York. Here is 
his description of Russian medicine today: 

“In 1918 medical institutions and the treat- 
ment of disease were nationalized and made a 
function of the State. Hospitals, sanatoria and 
pharmacies became state institutions, and doc- 
tors, internes, nurses, druggists, clinical workers, 
laundresses and chauffeurs employed by hospitals 
and clinics, organized in the Medical 
Workers Union.” 


were 


There’s an authoritative definition of state 
medicine today, wherever we find it around the 
world. And do not overlook the one big union 
of all medical personnel — from doctors and 
nurses down through laundresses and chauffeurs. 
That’s elemental Communist doctrine — one big 


union for every trade, craft or profession. 


That’s the road we travel when we take up 
socialized medicine as a national policy. 
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Sad Results Of Socialized Medicine In England 
— The Government took over all medical ad- 
ministration in England as of July 1, 1948. In 
the fifteen months since that memorable date in 
medical history, there has been accumulated a 
considerable volume of testimony to suggest that 
the experiment is encountering serious difficulties 
—— many of which were not even foreseen by the 
sponsors and advocates of the program. 

First, the program is costing a great deal more 
than the original budget estimates. The budget, 
for example, carried $28 millions for dental care 
for the first nine months of the national program. 
The British Dental Association now estimates 
that dental care alone for those first nine months 
actually cost $160 millions! 


That’s the kind of planning we get from State 
Socialism, in whatever sphere. The Socialists 
who are engineering the welfare state do not dare 
to tell the people in advance how much their 
dreams and visions really are going to cost. 

Another striking fact from the recent English 
experience is this: When the program was 
launched the government estimated that the 
medical services would issue 3 million pairs of 
eye glasses the first year. But demand turned 
out to be at the rate of 25 million pairs a year 
during the first six months! In February, 1949, 
when the plan was only in its eighth month, 
Health Minister Bevan announced in great 
anguish: “The rush for spectacles is so great 
that it has overtaken production capacity.” 


About the same time, one of the reputable 
British medical journals carried a note from an 
optician located in one of the rural southern 
areas: “I have discovered that in a certain 
Southwest town a considerable number of new 
spectacles have been located in the pawn shops.” 


In other instances, in the London metropolitan 
area, it was discovered that women would save 
the tax eaters, but it is bad for those who have 
up their medical prescriptions for several weeks, 
until they made up sufficient purchasing power 
to buy a bottle of imported hair rinse, facial 
cream or nail polish. By these irregular devices, 
the British cosmetic bill is being transferred, 
in part at least, to the medical budget. It 
requires no stretch of the imagination to guess 
how vast and expensive an enforcement agency 
eventually would be required to circumvent such 
fraudulent operations in a population of 45 mil- 
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lions enjoying give-away medicine at the expense 
of the national Treasury. 

Yet these cases of fraud and abuse are but 
fragmentary aspects of the larger picture — a 
picture which spells the gradual breakdown of 
all medical services in England. 

This program was to cost $1,500,000,000 a 
year -— when it was being sold to Parliament by 
its sponsors. But the first year’s cost was $2,- 
100,000,000 — or 40 percent more than the 
planners’ original GUESSTIMATES. British 
budget estimates for the second year now are 
in the range of $2,500,000,000 — $55 per 
capita. 

If we apply these figures to our American 
population, we arrive at $814 billions a year for 
Socialized Medicine in this country. 

The special medical taxes collected under the 
British health insurance scheme cover only about 
one-sizth of the actual cost of the services ren- 
dered. Yet the whole program was offered orig- 
inally as one which would be completely self- 
supporting. 

When the British plan became effective last 
year, the government took over ownership and 
management of 2,751 hospitals in England and 
Wales. Of this number 1,647 were owned by the 
cities and towns, what we call city or county 
hospitals, and 1,104 were voluntary hospitals. A 
few hospitals owned by labor unions and reli- 
gious orders were exempted from confiscation, 
but these exceptions were negligible in the 
national picture, 

Not only did th government take over the hos- 
pitals as units of real estate, but in each case the 
endowments of the voluntary hospitals also 
passed into a national pool. Under this arrange- 
ment, the private endowment of a hospital in 
Chicago would at once become available for the 
support of a hospital in Seattle or Tampa. 

Advocates of 
insisted vigorously that physicians would be free 
to participate or not in the nationalization 
scheme, as they preferred. But with all hos- 
pitals under government contro) and direction, 
this freedom of choice was entirely fictional. For 
doctors who did not sign up with the govern- 
ment plan were forever excluded from practice 
in any government haspital. Here is direct per- 
sonal testimony on this point from Dr. Donald 


B. Brazer of 13 Harley Street, London: 


socialized medicine in Britain 
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“The specialist has no alternative but to be 
in the plan, at least to some extent. If he does 
not come in, he is denied the use of the hospitals 
— and that is professional suicide.” 

When a student completes his medical train- 
ing in England, he may not select his own area 
of practice. He is assigned to a given locality, 
just as an army doctor in this country might be 
assigned to Fort Bragg, or a navy doctor to 
Guam. 


Again, if he elects not to accept the govern- 
ment’s assignment, he is denied access to the 
government-controlled hospitals. Nor may he 
rent a government-owned house, or any house or 
apartment subsidized by government construction 
funds or government building loans; nor may 
he buy medicines, equipment and instruments 
from the government-monopoly which is_ the 
distributing agency for all such equipment and 
supplies. 

Such is the new definition of freedom-of-choice 
under today’s state socialism. 

And this is precisely the road along which 
our own advocates of the Welfare State are 
attempting to lead the American people. 

Note too, that the arguments at home today 
are exactly the arguments used in Britain — 


no doctor will be compelled to participate in the 
scheme! ‘Technically that is true in England. 


The young doctor is under no legal compulsion 


to join up. But if he does not join up, he is 


destined to end up as a street car conductor or 


a truck driver — for the career of medicine is 


closed to him — closed by the iron hand of the 
government monopoly in medicine, 
(rovernment doctors in England are paid a flat 


fee of $3.50 a year for every patient assigned to 
{heir panel. ‘The government also pays for all 
medicines, artificial limbs, eye-glasses, toupes, 
braces and corsets, dentures and surgical ap- 
pliances, 

Many doctors in London today see as high 

4 apy rf Pofy, 

as 250 to 300 patients every day! Patients queue 
up for 2 or 3 hours awaiting their turn. Most 


patients, on routine calls, get an average of less 
than 3 or 4 minutes of the physician’s time. 


One London physician has reported that, after 
deducting office expenses and his nurse’s pay, 


he gets an average of 35 cents for each office 


call! 
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There are so many forms and reports to be 
completed for the Health Office that most doc- 
tors are compelled to spend as much time on 
paper work as in seeing patients. One London 
physician has satarized his typical day in these 
bitter words: 


“Spectacles? ...... Ah, yes... a green 
ere Good day! Next?..... Milk, yes, 
of course..... a buff form...... , oS ee 
a sickness benefit certificate ..... to be sure, 
a choice of forms...... pink, white or blue, 


2? 


depending on the type of employment... ... 

Lord Horder, physician to the royal family, 
offers this comment: “Medicine in Britain has 
become a branch of the civil service. We are no 
longer medical experts; we sit and sign forms. 
We have no time to diagnose our patients’ dis- 
eases; but pass them on to other persons and 
institutions, knowing full well that they cannot 
dispense the health benefits which may or may 
NOT be needed.” 

This has been the general picture wherever 
socialized medicine has been attempted. The 
swivel-chair bureaucrats in Washington or Lon- 
don cannot provide any more medical service 
than the medical profession can handle. 

Germany began this unhappy experiment more 
than 60 years ago. In less than fifteen years, 
Germany had one clerical assistant on the medi- 
cal payrolls for 100 patients registered 
under the plan. 

Apply that figure to the United States and 


every 


you have a new government payroll of 1,500,000 
administrative helpers in the medical service — 
a new bureaucracy about four times the size of 
the present post office department — about as 
many men as we have today in the army, navy 
and air forces combined ! 

And that, mind you, is for clerical and ad- 
ministrative help alone — it does not include a 
single physician or surgeon, dentist, nurse, or 
\aboratory assistant. 

All in all, our new medical bureacracy would 
Dnmber more than 2,000,000 payrollers 
all directed from Washington. 'That’s been the 
unbroken experience wherever this scheme has 
been shackled upon the people — in Austria, 
Germany, New Zealand, Russia, and now in 


Britain. 


America must not be led down this tragic 


path} 
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Chicago Bar Association Opposes Socialized 
Medicine — As the medical capital of the United 
States, Chicago and the State of Illinois have 
been especially alert to the challenge of political 
medicine — the big step to the completely social- 
ized welfare state. 

The Chicago Bar Association, through its 
Committee on Federal Legislation, has soundly 
denounced all pending proposals for socialized 
medicine, as recently as July 14, 1949. This 
Committee’s report was approved unanimously 
by the Board of Managers of the Chicago Bar 
Association. Let me read one or two significant 
passages from this report: 





“Tt is our considered opinion that the invasion 
of government into the practice of medicine pre- 
sages a similar intrusion into the practice of law. 
It has been said that the tide of governmental 
management is resistless, that one may as well 
become reconciled to the fact of ever-increasing 
authoritarian regulation. That there has been 
such a movement is no reason why it should not 
now be stemmed, and if possible reversed.” 

That sentiment, it seems to me, is the very 
beginning of the winning fight against socialized 
medicine. The American people must be alerted 
to the world tide of socialism and bureaucratic 
collectivism which flows out from Soviet Russia 
in ever-widening circles, through our own fel- 
low-traveler We must take a 
stand, not against one item in the socialist pro- 
gram, nor yet against two items. We must take a 


stand on principle against state socialism — and 


be prepared to fight any and every proposal 


organizations. 


which heads in that direction ! 
And let me remind you that socialized medi- 
cine is nof a program designed to care for the 


needy and the under-privileged. On this point 
the report of the Chicago Bar Association was 


clear and emphatie beyond misunderstanding. 
That report said: “The principle of govern- 


ment aid to the needy or improvident is not the 


object of this bill. What it proposes to establish 


is Government control of the medical care of 


every man, woman and child in the United 
States, including all who are amply able to pro- 


vide all necessary care for themselves and their 


dependents and are doing so at the present time.” 
So this is not a program for the needy. It is 


a greedy grasp for power by the Washington 
bureaucrats. 
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Nobody wants socialized medicine in the Unit- 
ed States save the federal payrollers who plan 
to administer the program. It would make many 
Jus) jobs in Washington, In time, every city, 
town and village would have its official medical 
gta, appoinred trom Washington, jnsb as every 
community formerly had its O.P.A. ezar, its 
housing expeditar, av rent controler. Doctors 
Hospital 
administration and medical care soon would 


degenerate to the efficiency level of the post office 


would be appointed like postmasters. 


or the weather bureau. 

Socialism is a contagious yirus. ‘There is only 
one effective antidote for it — patient, persistent, 
determined and elective educariona) work, 

1 do not intend to see socialism take over in 
America if { can avert if. But a member af 
Congress can prevail only to the extent that he 


is supported and sustained by a militant and de- 
termined constituency at home. 


{ have explained the path [ have chosen, and 
{ intend ta stick to that line of Americanism as 
long as there is a square foot of ground on which 
to stand and fight. 

One guestion remains to be answered. You 
know and understand fully my views and the 
Jine of action J, as a \egislator and one who may 
vote on the question at a future date, will follow. 
Permit me, then to inquire, “What are yon going 


to do about it?” 


First, I assume you do not want compulsory 
health insurance, and second I feel you must 
know that to avoid its being thrust upon us, some 
one necessarily will have to do something about 
it. Now who is best fitted to meet this chal- 
lenge? The doctors, of course. 


In my letter to the doctors in my district, I 
stated: “Now, Doctor, I want to throw out a 
sort of challenge to you, as a member of the 
medical profession. The mere fact that a bill 
for compulsory health insurance has been intro- 
duced in the Congress and the possibility that 
such legislative proposal may be considered by 
Congress within a year or two, convinces me 
our government, by one step after another, is 
moving toward socialism. The decision as to 
our future form of government lies of course, 
with the 531 members of Congress. As long as 
a majority of such members oppose legislation 
like compulsory health insurance, everything will 
be fine but already, to my notice, there are too 
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many individuals here who apparently believe 
that the thing to do is to have Uncle Sam be 
“master of all” which, in the end, will create not 
only national socialism, but lfkewise, financially 
wreck this country. 

“To my way of thinking, doctors are among 
the very most influential individuals in any com- 
munity since they not only work with people to 
eure their ills, but likewise, in many cases, they 
are father advisers ta patients, even to family 
troubles, ete. Therefore, my thought is that doc- 
tors must do something about polities, meaning 
that they are going to have to get into politics up 
to their necks whether they [ike 1¢ or nof. 
Merely stating their opposition to compulsory 
health insurance to a few of their friends or 
sending the A.M.A. $25 to fight such proposal, 
is not enough. In other words, doctors are going 
to have to go into action on the political front. 

“During the past several months, fT have made 
the following suggestion to various doctors wha 
have written me — namely, that they make an 
agreement with all the doctors of their County 
Medical Associations to write personal letters to 
each and every one of their patients, setting forth 
Teasons in clear, concise manner, why they are 
opposed to compulsory health insurance, and, 
in turn, asking these individuals to also oppose 
the program. In addition, [ have suggested that 
in fairness to their Representative in Congress, 
regardless of his or her name, and regardless of 
party affiliation, the patient who receives the 
doctor’s letter should be asked to support such 
Member of Congress who entertains the same 
fundamental beliefs in opposition to compulsory 
health insurance as does the doctor who writes 
the letter. My making such a suggestion is not 
wholly selfish, but is expressed with the belief 
that the more people we can get interested in 
contacting Members of Congress in opposition 
to compulsory health insurance, the quicker we 
can bury the whole idea. 


“As mentioned above, this is somewhat of a 
challenge to each and every doctor. The time has 
come however when the doctor, as well as every 
small businessman in the country, is going to 
have to take off his gloves and get into the politi- 
cal arena, devoting some of his time, effort and 
money in support of individuals who hold the 
same belief in government principles that the 
doctor or small businessman does. In no other 
way are we going to be able to save our present 
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form of government, Such is my honest opinion.” 

These quotes from my letter must clearly indi- 
cate to you exactly what I fee) the responsibili- 
ties of the doctors are. I am not pleading that 
you do anything for an individual by the name 


of Les Arends, or Bill Jones, or Frank Smith 


who may he a member of Congress, but [ am 
A § 


pleading that you doctors, as individuals, do 
your best in seeing to it that the right type think- 
ing individual be elected to the Halls of Con- 
gress in order that we may successfully and over- 
whelmingly defeat the proposal of compulsory 
health insurance when it reaches the floor of the 
House for consideration. You dare not shirk 
that responsibility. Tt is your job just as much 
ag (¢ ig mine, and na longer are you going to be 
able to sit by, tending to your own knitting with- 
out exercising some of your time, money and 
efforts toward the defeat of this all-out move to- 
ward socialism, which I am convinced is already 
beginning to engulf this nation of ours. Yes, 
the steps may be, to a degree, hidden, but the 
hand writing on the wall becomes plainer with 
each succeeding day. 

J wel) recognize that doctors are busy and, in 
most, instances, are serving their communities 
and their patients well. Yet I say to you in al) 
frankness, gentlemen, that is not enough. In my 
15 years in political life, [ have run into but 
very few doctors who are interested at all in this 
business we call “polities”. Sure, some will say, 


“Ym a Republican” or “Vm a Democrat’, but 


I do not reca)) ever seeing more than one or two 


at any political meeting which I have attended. 
Tn other words, if you are going to leave the 
matter of politics up to what is commonly 
known as “politicians”, then you are entitled to 
wet just what politicians give you. 

Ours is the greatest nation on the face of the 
globe and somehow we must keep it that way.. 
We are liberty-loving individuals who operate: 
under a free system of government that makes: 
for happy living for the individual. No other 
nation of people have known the peace and con- 
tentment, nor have any people enjoyed the privi- 
leges and rights that our nation of citizens have 
enjoved down through the years. Do we want 


to see that destroyed or are we willing to do 
samething about it? 
In closing, I repeat that doctors are amongst 


the most influential individuals in community 
life and you can contribute greatly toward chang- 
ing present trends in government if you but wil). 

Do you have the courage to face this chal- 
lenge? ‘That is the question you must answer 
for yourselves. For my part, I am willing to do 
my best in opposition to all socialistic schemes 


which we now and in the future will encounter. 
These socialistic plans must be knocked off, one 


after another, if we are to remain a nation of free 
people. 

Let’s get busy and do it. T ask, are you will- 
ing to accept your share of the responsibility in 
the fight that lies ahead to save the American. 
Way of Life? [ sincerely hope so! 





SURGERY OF GALL BLADDER AND 
BILE DUCTS 

My own experience in a large group of chol- 
ecystectomies with stones, without any other as- 
sociated diseases, has been very gratifying. Every 
patient is entitled to palliative treatment during 
or following his first attack of colic. But if 
the attacks recur, and the symptoms become 
more persistent, operation is definitely indicated. 
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Prolonged suffering can be obviated, and oc- 
casional lives saved if the operation is performed 
after the diagnosis of a persistent and trouble- 
some gall bladder disease has been reasonably 
well established. 

Excerpt, Surgery of the Gall Bladder and 
Bile Ducts, A Report of 975 Cases, Max Danzis, 
M.D., Newark, N. J., The Journal of the Medi- 
cal Society of New Jersey, September, 1949. 
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Neurosurgery and the Illinois State 
Hospital System 


Eric Oldberg, M.D. 
Chicago 


On December 31, 1948, the inmate population 
of the Illinois State Hospital System, was 44,- 
034, approximately 75% of which was in the 
nine major State Hospitals, and 25% in the two 
State Colonies at Dixon and Lincoln. Ever 
since I have had any connection with the Sys- 
tem, the figure has remained in this neighbor- 
hood — about 40,000 plus. Using old termi- 
nology, the majority of these suffer primarily 
from mental disease, though particularly at the 
Colonies, there is a ponderable number with or- 
ganic nervous disease ; and, of course, within the 
relatively crude and unexplored boundary of our 
present knowledge of such things, some harbor 
both. I think it is the laudable hope and objec- 
tive of all of us having to deal with these prob- 
lems, to constantly refine and enlarge that 
boundary so that at some distant day there may 
be a clear distinction between those whose aber- 
rations are anatomico-pathological in nature, 
and those whose abnormalities are based upon 
confused or vitiated thought and psychological 


process. As we grope toward this objective, we 


have simultaneously developed therapeutic means, 


aimed at alteration of existing anatomical or 
physiological conditions, as in lobotomy and elec- 
tric shock, or toward attacking the psyche, as in 
psychosomaticism and psychoanalysis. My sub- 
ject this evening concerns my observations of 
these developments over the past 18 years — 
naturally with emphasis upon the struggle to 
place as many mental ills as possible upon the 
organic list; and with particular reference to 
those whose handicaps may be alleviated or cured 
by surgical intervention, directed toward the 





From the Department of Neurology and Neurological 
Surgery, University of Illinois College of Medicine, and 
the Illinois Neuropsychiatric Institute. 

The advice of Dr. Oscar Sugar in the preparation of 
this paper is gratefully acknowledged. 

Address of the President, Chicago Neurological So- 
clety, May 10, 1949. 
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nervous system. I shall try mostly to discuss the 
practical, rather than the philosophical side of 
the matter, as it applies to existing conditions in 
our own State of Illinois. 


When I first took up my duties at the Univer- 
sity of Illinois in September 1931, I found for 
myself, more or less by default, 15 beds for or- 
ganic medical and surgical neourological disease. 
This could be expanded to 18, under pressure, 
but couldn’t be maintained at that figure for 
long, without hospitalizing some of our nurses, 
who at that time, worked 12 hour shifts, took 28 
consecutive days of night duty every fourth 
month, and had mostly paralyzed and incon- 
tinent patients to handle, in one variant or an- 
other. 


Though I had no responsibility to do so, at 
that time, I covid see into the future enough, 
and the ethics and obligations of working in a 
public, tax-supported institution were such, that 
I always gave first priority to any request from 
any State Hospital for diagnostic or therapeutic 
measures as applied to any patient who could be 
handled on an open ward. I am happy to say 
that that condition has continued to obtain until 
the present date, and I see no prospect of it ever 
changing. No reasonable or unreasonable re- 
quest (of which latter there have been very few, 
over the years), has ever been refused. I think 
it is a credit to the screening which takes place 
before a patient is institutionalized, that even our 
original 15 beds, were more than ample to take 
care of all organic cases requiring surgical diag- 
nostic or therapeutic procedures; and still would 
be, for non-confined cases. 


Eighteen years ago, the problem was relatively 
simple. Almost all the infrequent surgical cases 
transferred from the State Hospitals, were brain 
tumors, with an occasional subdural humatoma, 
brain abcess, malignant metastasis, or head in- 
jury. Once in a while, there would be a request 
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for ventriculography or pneumoencephalography, 
in a patient who had developed seizures, or in 
whom a neoplasm might be suspected ; and all of 
these were of course re-evaluated after admission 
to our service, for I do not remember a single 
attempt to dictate our procedures. Air studies 
from above and below were nowhere near as fre- 
quent then as they are now, nor as well inter- 
preted; myelography and angiography were not 
done, any sort of operation for epilepsy in the 
absence of a gross organic lesion, was looked upon 
askance, and the various mutilations of the brain 
now grouped under the title of psycho-surgery, 
were unheard of, except in Portugal. The fact 
remains, that in a short space of time, they have 
all been very much heard of, and we must face 
that fact and plan for it, with respect to our 
State Hospital System. 


First — as to the surgical diagnostic proce- 
dures. Perhaps the most important recent ad- 
vance in this field, is that of angiography. A 
few years ago, some of us, myself included, felt 
this would turn out to be a risky procedure, re- 
stricted to suspect aneurysms and occasional 
other special cases. Now, though some small 
risk in its use is undoubtedly present, it isn’t 
enough to prohibit our using it in a constantly 
expanding number and type of patient, so that 
I actually find that our resident staff will more 
often than not, perform angiography first, and 
think about air studies later, even in probable 
space-occupying lesions. And why not? Dur- 
ing the past year alone, I have seen several such 
cases, in which air studies would have indicated 
a deep left-sided sub-cortical tumor, a short his- 
tory suggested a malignant lesion, and we might 
well have contented ourselves with decompression 
and roentgen therapy, had not angiography 
clearly revealed a medial spenoid wing menin- 
gioma, which we could remove. As our knowl- 
edge of interpretation grows, I can well visualize 
this procedure as giving us invaluable diagnostic 
information in many types of brain conditions 
other than tumor and vascular anomalies and 
occlusions — some of them producing the mental 
deterioration or aberration, which has resulted in 
Institutionalization by the State. 


Still of equal importance to angiography, are 
the air studies now in common use for more than 
twenty-five years. As everyone knows these can 
be prepared, either from above, by operation, or 
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from below, by lumbar puncture. And lastly, 
there is myelography, which, of course, would 
have only limited use in the State Hospital Sys- 
tem. 


Now what should be our attitude toward the 
performance of any or all of these procedures, in 
the State Hospitals? Theoretically, anything 
is possible given the proper equipment, and the 
man with the knack, experience, and constant 
practice to carry them through properly. We 
should be practical about this, however, and real- 
ize, that rarely, in the indigenous staff of the 
hospital, is there anyone meeting these qualifi- 
cations. And why should there be? The men 
there are primarily psychiatrists, some of them 
are secondarily neurologists, and none is a sur- 
geon, with his necessarily mechanical talent. 


Therefore, procedures, such as angiography, 
are probably not suitable as State Hospital ma- 
neuvers, for many years to come, except in spe- 
cial instances where the equipment and trained 
team is available and an experienced man can 
be brought in from the outside. Ventriculogra- 
phy should, of course, never be performed in the 
absence of facilities to proceed with a major 
brain operation. And even pneumoencephalog- 
raphy in properly selected cases, has its risks. 


Of these surgical diagnostic tests, therefore, I 
would say, that aside from the use of lumbar and 
cisternal puncture, which is universal and self- 
understood, the only one which is suitable at the 
present time, is pneumoencephalography. Mye- 
lography is not necessary often enough to justify 
the expense of equipment and development of 
technique, ventriculography should never be 
done without readiness to proceed with a brain 
operation for tumor, etc., and I have already 
shown that there are not enough of these to 
justify decentralizing them; and arteriography 
is still in too infantile and specialized a state to 
justify its contemplation for general use — 
though I have great hopes for it in the future. 


Even pneumoencpehalography has its very 
definite restrictions, which are too often not 
understood, even by experienced residents who 
have seen considerable neurosurgery. In the 
first place, it should not ordinarily be done if 
intracranial pressure is increased. Secondly, it 
should not be performed in thrombotic cerebral 
vascular conditions, because, on occasion, it may 
greatly increase the extent of the thrombosis and 
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the resulting neurological deficit. Yet, I have 
seen it performed without any preliminary pres- 
sure measurement, and even without a fundu- 
scopic examination. 


Pneumoencephalography should not be per- 
formed by anybody, unless he knows its indica- 
tions and contraindications, has a working knowl- 
edge of cerebro-spinal fluid dynamics, and can 
properly interpret the resultant x-ray plates. I 
see no reason why these requirements may not be 
met by selected competent staff members of the 
individual State Hospitals. 


Now we come to the matter which has changed 
the picture during the last several years, as far 
as therapeutic neurosurgery is concerned. As I, 
have said before, tumor and hematoma surgery, 
the occasional cortical extirpation for hyper- 
kinesis of various sorts, and the infrequent trac- 
totomy or chordotomy, are no problem, for they 
are easily centralized for handling, as they al- 
ways have been, and they do not require special 
restraint facilities. Perhaps, in the future, some 
decentralization to certain of the hospitals may 
be possible, where there is a nearby certified 
neurosurgeon; but I doubt that the expense 
will ever be justified, nor do I feel that the op- 
eration itself or the after-cure, no matter who 
the surgeon, can ever equal that supplied at a 
place where this kind of work is done all the 
time. 


The matter of the various semi-empiric oper- 
ations on the grossly normal brain, which have 
been developed and have come into use in recent 
years, is a different problem, however. Whether 
we like these operations or not, and I intrin- 
sically shrink from them, we have to concede 
that they, thus far anyhow, have proved of some 
value in some types of psychoses, in drug addic- 
tion, in intractable pain, in anxiety states, and 
experimentally, they are even being extended 
to certain forms of epilepsy, as to the psycho- 
motor variety, and perhaps eventually, to chronic 
alcoholism. The patients harboring these con- 
ditions, are largely of the necessarily confined 
variety, the psychiatrists who study them, under- 
standably wish to be able to continue to study 
them after their operations, the relatives often 
do not like to move them, and anyhow, there are 
presently no centralized facilities of consequence, 
for handling them. Therefore, we must take 
stock of this, until we eventually come to a stable 
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criterion for permanent evaluation of these pro- 
cedures. 


I do not see any hope of doing this, except at 
selected sites. At the present time, there are 
very few of these, and none is really a going 
concern, in the proper sense, unless you want to 
take the extremely limited facilities of the 
Illinois Neuropsychiatric Institute into account 
or those in private hospitals. I hope that while 
the State waits for the development of such 
facilities in its Hospital System, the psychia- 
trists, in their impatience, will not start reaching 
for the nearest ice-pick. No insult or discourtesy 
to them is intended in saying this, anymore than 
I would have a right to feel affronted by any 
statement coming from them about my ignorance 
of the field in which they have been specially 
educated. After all, any mutilation of the brain, 
is an attack upon the soul as well as upon a cru- 
cial portion of the body, and the hands into 
which this is entrusted, should not lack in com- 
petence and training. 


As a matter of fact, I do not think we know 
enough about this whole subject, over a long 
enough period of time, to justify our going so 
far overboard just yet, as to assume that such 
facilities should be routine in every institution, 
nor will be, for many years, perhaps never. Let 
us develop adequate surgical conditions in a few 
places, where it can be done well, by competent 
men, and then let us be patient, and see what it 
all means. Certainly, it is going to mean some- 
thing. We all know that. But how much can- 
not even be guessed, at present. Perhaps, as we 
keep on training droves of neurosurgeons, it will 
be possible to outfit every Institution. And just 
as likely, it may settle down to a point where 
everyone will be happy enough to have one or two 
centralized places for these procedures. It has 
been suggested to the authorities, and it wouldn’t 
take too much initiative, or cost inordinately, to 
institute the simpler procedures, carried out by 
competent men, at such centers as Elgin, Chi- 
cago State, Manteno and Peoria. Whether ac- 
tion will be taken, I do not know, nor do I know 
whether an acute mental hospital or two will be 
built, where these things can be done by the best 
men, under uniform conditions. Meanwhile, for 
one, I do not feel at all unhappy that we are 
going a bit slow, in the State of Illinois. 
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The Treatment Of Ante-Partum Hemorrhage 


Joseph A. Hardy, Jr., M.D. 
St. Louis, Missouri 


For the purposes of this presentation the term, 
“ante-partum hemorrhage,” will have to be un- 
derstood in a somewhat limited sense. We shall 
confine our discussion to bleeding which occurs 
during the third trimester of pregnancy and 
further to those instances which are due to the 
commonest causes of such bleeding, namely pla- 
centa praevia and premature separation of the 
normally implanted placenta. ‘Together, these 
two complications represent one of the greatest 
hazards which beset the paths of the expectant 
mother and that of her unborn child. 

Improved awareness on the part of the lay 
public of the importance of adequate pre-natal 
care has led in recent years to a great reduction 
in maternal and fetal mortality due to such 
auses as toxemia, malnutrition and un-antici- 
pated cephalo-pelvic disproportion. The ever- 
increasing availability of antibiotics and chemo- 
therapeutic agents has served to decrease the toll 
of life claimed by infection in the expectant, par- 
turient and delivered patient. One result of 
these improvements in obstetric management has 
been to focus our attention more and more 
clearly upon hemorrhage as a cause of maternal 
and fetal morbidity and mortality. 

As pointed out by Scott,’ “hemorrhage remains 
one of the three great destroyers of women in 
childbirth, and is far less amenable to prophy- 
lactic measures than either puerperal sepsis or 
the toxemias of pregnancy”. Much may be done 
in advance to lessen the incidence of infection 
during and after labor; careful adherence to the 
principles of pre-natal care will be rewarded with 
less frequent occurrence of the toxemias. Even 
in the case of post-partum hemorrhage we may. 
by careful avoidance of unnecessary trauma, 
lessen the frequency of occurrence of that com- 
plication. But in ante-partum hemorrhage pro- 
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phylaxis is of little avail and, in consequence, a 
thorough understanding of the underlying prin- 
ciples of its treatment becomes correspondingly 
more important. 

Most recent writers upon the subject have rec- 
ognized three divisions of time in their analyses 
of the treatment of ante-partum hemorrhage. 
Eastman,? for example, in discussing the treat- 
ment of placenta praevia (and the statements 
apply with comparable truth to premature sepa- 
ration), speaks of the period 1896-1919 during 
which vaginal delivery without blood transfusion 
was the dominant method of treatment; the 
period 1920-1934 when vaginal delivery with 
moderate use of transfusion was most frequently 
employed; and the period 1935-1944 when cae- 
sarean section supplemented by liberal blood 
transfusion was used in the majority of cases. 


It is a well attested fact that the more recent 
period, which has seen the wide acceptance of 
caesarean section and of early and frequent re- 
placement of blood, has produced a striking im- 
provement in statistics. In the case of East- 
man’s* analysis, for example, he was able to 
show a reduction in maternal mortality from 
13.8% in 1919 to 0.9% in 1944 and a reduction 
in stillbirths for the same periods from 63.1% to 
23.4%. It should, however, be noted that there 
occurred at the same time an increase in neo- 
natal deaths from 15.4% to 23.4% — a fact 
which may perhaps be attributed to a point which 
will be discussed later — namely, the increased 
reliance upon ceasarean section in the treatment 
of bleeding has resulted in a marked increase in 
the number of premature and immature infants 
delivered. 

Whether the improvement in maternal and 
fetal salvage has been due more particularly to 
the increased use of the caesarean delivery or to 
the greater availability and more ready use of 
blood replacement and to reduction of infection 
through chemotherapy and antibiotics is at least 
debatable. During the late thirties and early 
forties the literature produced a veritable av- 
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alanche of statistics from clinics all over the 
country which sought to show that any patient 
who bled during the last trimester of pregnancy 
should have her pregnancy terminated forthwith 
by caesarean section. So widespread was the 
acceptance of this principle that in some materni- 
ty services the incidence of caesarean section 
reached the level of 5-6% of total deliveries. 


It has seemed to us, however, that the adoption 
of caesarean section as the standard treatment of 
ante-partum hemorrhage is not without certain 
distinct disadvantages. In the first place, our 
choice of abdominal delivery will, in many in- 
stances, probably commit the woman to similar 
delivery in subsequent pregnancies, so that we may 
be exposing her to the risk of not one but several 
abdominal sections. Or, if subsequent delivery 
be by the vaginal route, she will at least face the 
risk of labor with a uterine musculature weak- 
ened by scar. In the second place, as was men- 
tioned earlier, the routine use of caesarean section 
in delivering the patient who bleeds, undoubtedly 
leads to a considerable increase in the number 
of premature infants and a consequently higher 
proportion of neo-natal deaths. Finally, it must 
be recognized that not all instances of vaginal 
bleeding are due to placenta praevia or to prema- 
ture separation. Johnson‘, in his splendid arti- 
cle on the conservative management of some 
varieties of placenta praevia, quotes Dippel and 
Brown‘ as follows: “As a matter of fact there 
were only eleven instances of clinical placenta 
praevia in the group, while the remaining fifteen 
were merely roentgenologic instances of low im- 
plantation of the placenta. ‘There were only 
two cases where clinical evidence of premature 
separation of the normally implanted placenta 
was present. Therefore, if caesarean section had 
been routinely performed on all cases of vaginal 
bleeding on the assumption that they had either 
placenta praevia or premature separation of the 
placenta, that assumption would have been er- 
roneous, and caesarean section would have been 
unjustifiably performed in 85.87 per cent of the 


cases”. 


All of us must realize, if we but reflect a mo- 
ment, the frequency with which we see patients 
in labor who are bleeding more than may be con- 
sidered quite normal. Despite our suspicion that 
we may be dealing with placenta praevia or pre- 
mature separation, many of these patients de- 
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liver uneventfully and subsequent examination of 
the placenta fails to disclose any definite evidence 
of either of these conditions. Similarly we all 
encounter patients who, during the late weeks of 
pregnancy experience bleeding, the origin of 
which is never satisfactorily explained and who 
subsequently are delivered easily of perfectly 
normal infants. 


It would seem, therefore, that the first and 
most important step in the selection of the proper 
means of treatment will be the making of a cor- 
rect diagnosis. To this end we should avail our- 
selves of all possible means, utilizing all the 
diagnostic skill and all the auxiliary services and 
diagnostic aids which we may be able to com- 
mand. Every patient who is suspected of pla- 
centa praevia or premature separation of the 
placenta should be hospitalized at once and 
should remain under close observation until a 
definite plan of treatment has been decided upon. 
As to what this plan of treatment will be, it is 
our opinion that it should be selective rather 
than standardized. In general, best results 
will be obtained if the treatment is as conserva- 
tive as is consonant with the safety of the mother 
and the interests of the child. 


It has been our practice for the past five years 
at the St. Louis University Hospital to admit 
all patients in whom bleeding occurs during the 
last trimester of pregnancy. Immediate typing, 
cross-matching, Rh factor determination and 
complete blood counts are carried out and if 
bleeding is not extreme the patient is put to 
bed for observation. It is our feeling that, 
except in those rare instances where bleeding is 
so severe as to constitute an immediate threat, 
the patient will be benefited by a “hands-off” 
policy which will permit time for recovery from 
the initial effects of blood loss. How long this 
policy of avoiding examination will be pursued 
depends, of course, upon the circumstances pres- 
ent in the individual case. It is rather gener- 
ally recognized that in placenta praevia, of what- 
ever degree, there will occur a period of remis- 
sion during which there is no active bleeding, 
during which the body will have an opportunity 
to gather its forces, so to speak, and during 
which we may be able, should it seem desirable, 
to replace the blood which has been lost. And 
many cases of premature separation of the pla- 
centa, especially those lesser degrees of separation 
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which constitute the greater number of such 
cases, will likewise be benefited by being left 
alone for a time. 

The diagnosis between placenta praevia and 
premature separation of the placenta is usually 
made rather easily from the history of onset 
and from the findings on abdominal examination. 
In some instances, however, it will be difficult 
or impossible to differentiate between the two 
when the patient is first seen. Fortunately 
though, this difficulty will usually arise in those 
instances where the bleeding is relatively slight 
and where there is no need for haste in insti- 
tuting active treatment. 


When circumstances permit, we prefer not 
to examine our patients with ante-partum bleed- 
ing until at least forty-eight hours after their 
admission. During this time repeated observa- 
tions of pulse, blood pressure and fetal heart 
tones are made and careful estimates of blood 
loss are correlated with repeated blood counts 
to determine the possible development of signifi- 
cant anemia. We are in agreement with John- 
son*, quoted above, who states “Procrastina- 
tion must end when the total blood loss has 
produced a secondary anemia of such severity 
that further bleeding would endanger the life 


of the mother.” . 


Ultimately there are available to us two basic 
means of diagnosis in bleeding of the sort we are 
here concerned with. Having utilized the care- 
fully elicited history and the general physical 
examination and the laboratory findings and 
having exercised whatever clinical judgment 
with which we may be endowed, our final de- 
cision will rest upon information obtained by 
radiological vizualization or digital examination. 
Both should be employed. 


We have found the so-called “soft-tissue” tec- 
nique of x-ray vizualization of the placenta to 
be of particular value as a negative finding, i.e. 
when we are able to visualize the placenta in the 
upper portion of the uterus. In the same way 
the cystogram, when it demonstrates a fetal 
skull closely applied to the bladder is of some 
diagnostic significance though we have not been 
inclined to place great dependence upon the 
method. Recently Hartnett of our department 
at St. Louis University has devised a technique 
which involves the injection via the abdominal 
aorta of an opaque substance which he has been 
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able to vizualize in the placental circulation. The 
method affords some promise but is technically 
difficult and not without certain risks. He has 
been able to demonstrate central placenta prae- 
via in several cases which have been confirmed 
at caesarean section. 

We do not permit rectal examination of any 
patient with ante-partum bleeding. If digital 
examination is to be made, it will afford more 
conclusive evidence if it is made vaginally — 
and usually with less trauma. It must, of 
course, be made with due regard for the special 
requirements which result from the special char- 
acter of the case at hand. Strict asepsis and 
antisepsis must be assured and the examination 
should be undertaken only when complete prepa- 
rations for delivery via either the abdominal or 
the vaginal route have been made. Blood and 
plasma for immediate use must be at hand. 


We have more or less discarded, at least in 
our thinking, the old classification of placenta 
praevia as central, partial and marginal. It 
has long been recognized that a placenta which, 
at 2 cm. dilatation is central will, at 6-8 em. be 
only partial. It has seemed to us that if we 
think of placenta praevia as either complete or 
incomplete at any given stage of cervical di- 
latation, we will then be able to choose our 
method of treatment by evaluting other factors 
such as parity, physical condition, character of 
uterine contraction, adequacy of the pelvis and 
fetal position. 

In the last 9123 deliveries at Firmin Desloge 
Hospital, the teaching hospital of St. Louis 
University, there have occurred 31 cases of pla- 
centa praevia, an incidence of 1 in 294. Three 
fourths of these have occurred in multiparous 
patients. In ten instances the placenta praevia 
was complete; in 21 instances it was incomplete. 


Complete placenta praevia is probably best 
treated in all instances by caesarean section. 
The same is true of most instances of incomplete 
placenta praevia in primiparae. However, in 
the multipara in whom it is possible to find at 
the internal os sufficient area of uncovered mem- 
brane to permit artificial rupture, that procedure 
will usually be the method of choice. 


In the past five years we have discarded com- 
pletely the use of the Voorhee’s bag and the 
Willett scalp-traction forceps. Neither have we 
attempted the Braxton-Hicks version. We have 
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always been of the opinion that the latter proce- 
dure, so glibly detailed in all the standard text 
books, is not only extremely difficult technically 
but also highly dangerous. Many a patient who 
could have been safely delivered by simple rup- 
ture of the membranes has found herself suffer- 
ing a severely lacerated cervix and exposed to 
the risk of intra-uterine infection while at the 
same time she has approached exsanguination 
as a result of the trauma produced during the 
somewhat frenzied attempts of the operator to 
grasp and make traction upon a fetal extremity. 

Having decided that caesarean section will not 
be necessary, we therefore rupture the mem- 
branes and return the patient to bed under close 
observation. Blood loss, fetal heart tones, pulse 
rate and blood pressure are carefully watched. 
Blood replacement is available at any time it 
may be needed. When the cervix is fully dilated 
the patient is returned to the delivery room and 
the labor is terminated either by spontaneous de- 
livery or outlet forceps. No attempt is made 
to hasten the expulsion of the placenta and 
packing of the post-partum uterus has seldom 
been necessary. By such a conservative plan of 
treatment we feel that we have minimized shock 
and infection in the mother without increasing 
the danger to the infant. 

In those cases in which abdominal delivery 
seems advisable it should be undertaken only 
when the woman has been brought as near as 
possible to full term. We feel very strongly 
that it is a mistake and an un-necessary sacrifice 
of fetal life to advise caesarean section upon 
the mere presence of bleeding and without. re- 
gard to the imminence of serious anemia in the 
mother whose infant is of less than thirty-four 
weeks gestation. It need hardly be added that 
the operation should be done when the patient’s 
hload pressure indicates that she is capable of 
sustaining the shock and further blood loss in- 
volved in the procedure. We prefer the low cervi- 
cal approach and have not found that the trans- 
verse incision affords any great improvement 
over the more frequently employed vertical in- 
cision. 

We have performed caesarean section 18 times 
in the 31 cases of placenta praevia encountered. 
Nine cases were treated by ultra-conservative 
methods which involved no interference other 


than rupture of membranes and the use of low 
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forceps. Four cases were treated by version 
and one by insertion of a bag, all of these occur- 
ring early in the series. 

There was one maternal death, a maternal 
mortality rate of 3.2%. Our fetal mortality rate 
was 25.8%. 


Premature separation of the normally im- 
planted placenta may present a problem that 
varies from extremely mild to highly serious. 
In general we have treated our milder cases con- 
servatively, rupturing the membranes and pro- 
viding blood replacement when needed. These 
mild cases of separation have usually progressed 
to easy delivery without serious incident. At 
the other extreme are those critical cases in 
which the so-called utero-placental apoplexy has 
resulted in extravasation of blood into the uter- 
ine muscle to such a degree as to render it in- 
capable of normal contraction. In such a situa- 
tion caesarean section will offer the most favor- 
able prognosis. It must, however, be remem- 
bered that the operation should never be under- 
taken until transfusion and other supportive 
measures have restored the patient to a condition 
compatable with reasonable safety. Not infre- 
quently when these steps have been carried out 
it will be found that labor has begun and has 
progressed to such a point that it may now be 
possible to await delivery through the natural 
passages. Most obstetricians have noted occa- 
sionally at caesarean section for premature sepa- 
ration that first inspection of the unopened uterus 
reveals a bluish-purple organ filled with extraya- 
sated blood and promising little as to its ability 
to contract. However, after the uterus is opened 
and the distention relieved by delivery of the 
fetus, remarkable improvement occurs and it 
becomes possible to leave the uterus which earlier 
had seemed in danger of having to be removed. 
In much the same way it is frequently possible 
by rupturing the membranes and releasing the 
tension to promote definite improvement in the 
contractility of the uterine muscle when it has 
been invaded by blood from an area of placental 
separation. 


Our incidence of premature separation of the 


placenta was 29 in 9123 deliveries — or 1 in 
365. Caesarean section was employed in 14 cases 


and in none of these was it necessary to remove 
the uterus. There were no maternal deaths 


and the fetal mortality rate was 44%. 
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In conclusion, therefore, it is our opinion 
that ante-partum hemorrhage should be treated 
by selective rather than by standardized proce- 
dures. Accurate diagnosis is extremely impor- 
tant in choosing the appropriate means of treat- 
ment. However, it will be advisable, except in 
those instances where critical anemia and contin- 
uing rapid blood loss constitute an imminent 
danger, to defer examination until the patient 
has had time to react from the initial shock. 

In placenta praevia the treatment selected will 
depend upon the completeness or incompleteness 
of the praevia and upon such other factors as 
parity, physical condition, duration of gestation, 
fetal presentation and position and degree of 
preparation of the soft parts for labor. In those 


cases of placenta praevia in which caesarean sec- 


tion is not elected, the treatment should be ex- 
tremely conservative. The dangers involved in 
such procedures as version, scalp-traction and 
hydrostatic bagging are probabiy greater than 
the danger from blood loss when adequate re- 
placement is readily available. 

In premature separation of the placenta the 
treatment should be conservative except in those 
severe cases of utero-placental apoplexy in which 
the uterine musculature has been infiltrated to 
such a degree as to render satisfactory contrac- 
tion improbable. 
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Proctologic Problems of Infants and Children 


James B. Gillespie, M.D. 
Urbana 


Symptoms arising from disorder or disease of 
the anus and rectum oceur not uncommonly in in- 
fants and children, Unlike the proctologic dis- 
orders of adults, which frequently necessitate 
operative procedures, the most common diseases 
in childhood are ordinarily treated with success 
by medical measures. ‘This fact makes the early 
diagnosis and treatment of proctologic problems 
in these smal] patients most gratifying. 

The rectum has its origin opposite the third 
sacral vertebra and it is formed embryologically 
from the lower, pouching blind end of the hind 
gut. The anus is derived from the ascending 
proctodeum. Congenital ano-rectal stricture is 
due to incomplete fusion of the descending me- 
senteron and ascending proctodeum during fetal 
life with resulting protrusion from the rectal 
wall into the lumen of the intestine at a point 
rarely more than 1 cm. above the sphincter ani.’ 
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If these two processes fail to fuse entirely, 
the major defect of an imperforate anus results. 
Four varieties of congenital anomalies of the 
lower part of the rectum are described.? 

Type 1. Incomplete rupture of the anal mem- 


brane or stenosis at a point 1 — 4 em. above 
the anus. 
Type 2. Imperforate anus due to persistent 


anal membrane. 


Type 3. Imperforate anus with the rectal 


pouch separated from the anal membrane. 

Type 4. Normal anus and anal pouch with a 
blind recta) pouch. 

The varieties of rectal obstruction (Type 1) 
due to incomplete dissolution of the membranes 
between the hind gut and the proctodeum have 
been well illustrated by Patton.’ 

The anal canal begins where the rectum pen- 
etrates the floor of the pelvis. The mucous mem- 
brane of the anal canal is characterized by nu- 
merous permanent vertical folds or ridges known 


as the columns of Morgagni, and at the lower 


end these are connected by crescentic folds be- 
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Figure 1. Varieties of Rectal Obstruction. 
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tween which are small hollows called the crypts 


of Morgagni. The mucocutaneous juncture, a 


shallow annular depression, marks externally 


the junction of the skin of the perineum with 
the anal membrane. 


The fetal rectum and sigmoid colon are 


lengthy, tortuous, and loop much higher into 


the pelvis than in later life. The infant, con- 


sequently, passes gas and stool with less ease than 


the adult and retention of gas, dry stools and 
constipation may be more frequent. 

A rather frequent cause of constipation and 
abdominal pain in the infant is ano-rectal stric- 


ture (Figure 1). In cases where atresia and com- 
plete congenital occlusion occur, the symptoms 


are of intestina) obstruction and immediate sur- 
gica) reief is needed, The anatomical defect 


of ano-rectal stricture, due to incomplete fusion 


of the descending mesenteron and ascending 


proctodeum, may vary markedly in degree and 


the severity of symptoms will be in proportion 
to the degree of stricture. This defect may exist 


as an iris form of membrane with a small open- 
ing or as a sickle shaped membrane. The infant 
may pass small, ribbon or pencil like stools, 
grunting, straining and becoming red of face 
on each occasion; prior to defecation abdominal 
pain may be severe. At times the stools can- 


not be passed without daily use of suppositories, 
soap stick, or enemata. These signs of ano-rectal 


narrowing may be noted in the first days of 
life but more often they become apparent after 
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the infant has left the hospital nursery and dur- 
ing his first few weeks at home. The abdominal 


distention and colicky pains which result from 
such a defect are frequent, recurrent and unte- 
lieved by changes in formula and the commonly 
used medications for dyspepsia in the infant. 

Diagnosis of stricture is made by gentle ree- 
tal examination with a well lubricated and 
gloved finger. The stricture, usually noted 1 - 
2 cm. above the anal opening, is identified as a 
firm, wire-like ring of tissue which tightly en- 
circles the finger, Occasionally the stricture is a 
thin diaphragm immediately dissolved by the 
examining finger. The finger should be inserted 
to the first joint to accomplish dilatation. The 
initial examination is often painful and the in- 
fant may gasp, hold his breath and then cry 
vigorously. Though the diaphragm is bloodless 
in most cases, occasionally when the examining 
finger is removed a small amount of blood or 
a blood streaked stool will follow. It is my 
custom after the diagnosis of stricture has been 
made and the initial dilation has been accom- 
plished in the office to have the mother repeat 
the procedure at intervals of every other day 
several times at home. Dilations, except for 
the first, are rarely painful or difficult and as 
a Tule only three or four such treatments are 
needed. The 
available commercially have not been necessary 
to correct this defect in our experience. 


graduated infant anal dilators 
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Ano-rectal stricture is a common condition 
and will be diagnosed not infrequently when 
colicky infants with persistent constipation and 
straining at stool are examined rectally. Un- 
doubtedly, certain infants after varying periods 
of time may dilate the narrowed area or rupture 
a thin membrane by repeated straining and 
forcing of bulky stools through the stricture. 
This condition may exist, however, into adult 
life before the diaphragm is first noted* At- 
tention has been called to the frequent occur- 
rence of increased intra-abdominal tension due to 
phimosis, anal or urethra) stricture, constipation, 
cough, and other conditions as an important fac- 


tor In the development of hernia in infancy.°® 


Anal fissure is another frequent proctological] 
disorder in infants and children, Periodic exam- 
ination of the infant in the physician’s office 
is not complete without careful inspection of 
the anus. 


single but oceasionally multiple, may occur sub- 


sequent to the passage of hard, dry stools, hard 


Both abrasions and fissures, usually 


or rough particles in the stools, a fibér or hair, 
or from wiping with coarse materials. Anal 
fissure is an ulcerous lesion situated usually in 
the posterior commissure, occasionally in the 
anterior commissure and rarely on the lateral 
margins of the anus. Karly attention to a simple 
abrasion may prevent the development of a fis- 
sure. Occasionally these lesions are symptomless 
but more often the infant cries with pain at each 
evacuation and occasionally streaks of blood are 
noted in the stool, External fissures are readily 
seen by gently spreading the anus apart; exami- 
nation of internal lesions is simple when a smal] 
anoscope or otoscope with a large, well lubri- 
eated attached speculum is used after a cleansing 
enema. ‘The pain resulting from anal fissure 
induces voluntary retention of stools and a vi- 
cious cycle is established. Retention produces a 
dry bulky stool which tends to denude the fis- 
sured area as it is passed and there results sec- 


ondary infection with increase in the size of the 


fissure and continued pain at defecation. 


Due to trauma from scybala of foreign bodies, 
constipation, diarrhea, or straining, the papilla 


and erypts may become infected with involve- 
ment of intimately adjacent tissues. This re- 
sulting proctitis appears as a bright red field of 


mucosa in contrast to the normal pink mucosa 
about it and the symptoms produced are similar 
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to those of fissure. Occasionally, incontinence 


of stools (encopresis) has been a troublesome 
symptom in our patients with proctitis. In- 
voluntary stools, occurring in an infant or young 
child whose regular bowel habits had been, well 
established, may be the most distressing symp- 
tom to the parents. In consideration of proctitis, 
the possibility of gonorrheal, syphilitic, tuber- 
culous and diptheritic processes must be borne 
im mind. 

Treatment of anal fissure and proctitis may 
be divided into two parts. The local treatment 
is concerned with proper hygenic care of the 
affected area, applications to promote healing 
of the lesion and measures to obtain relief of 
pain at stool. The anus should be gently wiped 
with a soft material such as cotton after each 
stool. The area should then be cleansed with 
warm water so all particles of stool are removed 
from the fissure. Application of silver nitrate 
as solution or the stick at intervals aids healing ; 
one application may be sufficient for smal) and 
recent fissures. ‘The applicaton of mild oint- 
ments several times daily protects newly formed 
cells and permits epithelialization. Balsam Peru 
(5%) in white petrolatum or a preparation con- 
taining horie acid, zine oxide, eucalyptal, scarlet 
red, prepared suet and white petrolatum have 
been useful in most instances. Where second- 
ary infection is marked, sulfathiazole or pen- 
icillin ointments may be more helpful. The pain 
at defecation will be relieved by the topical ap- 
plication of some anaesthetic ointment as pon- 
tocaine, nupercaine, or diothane, twenty minutes 
before the usual time of stool. The ointment 
is applied from a tube to which is attached a 
slotted rectal adaptor and application may be 
made several times daily when treatment is 
started. After the infant has had several move- 
ments without discomfort, the dry, bulky stools 
of retention stop and anaesthetic ointments will 
be less frequently needed. Oil retention enemas, 
using one to two ounces of mineral oil, olive oil, 
or a proprietary baby oil may be useful when ad- 
ministered nightly for the first few days of treat- 
ment. Occasionally, deep ulcerated fissures may 
require dilatation one or more times under gen- 
eral anaesthesia. When this or other surgical 
measures are necessary, the child should be re- 
ferred to a proctologist. 

The second part of treatment is concerned 
with obtaining regular, small, soft stools. The 
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successful healing by local treatment may be dis- 
sipated with passage of a single hard stool. In 
the infant, such simple measures as an increase 
or change in the type of carbohydrate of the 
formula may be all that is required. In certain 
cases a non-diastatic malt extract (Borcherdt’s 
Malt Soup) alone or with other carbohydrates 
has been very useful in the formula for correct- 
ing constipation of infants. The diets of older 
infants and children should contain whole wheat 
cereals, whole wheat bread or toast and daily 
serving of stewed apricots, peaches, prunes, or 
figs. The drinking of water should be encour- 
aged. Often, some lubricant as Zymenol, Lo- 
raga, and Petrogalar may be necessary to estab- 
lish soft stools and good bowel habits. These 
are administered in doses of one to three drams 
once or twice daily, diminishing the frequency 
and size of the dosage as the stools became reg- 
ular and soft. Preparations which contain cas- 
cara, phenophthalein, and magnesia magma are 
always contra-indicated and as stools become soft 
and regular the lubricants should be tapered off 
and finally discontinued. A regular hour for 
toilet and a comfortable seating device for the 
infant at stool are essentials in establishing good 
habits and correcting constipation. 

The treatment of proctitis is similar to that 
of fissure but generally must be continued for 
a longer period. I have found sulfasuxidine in 
a dosage of two grains per pound useful in the 
treatment of proctitis. While this sulfonomide 
therapy has always been combined with the oth- 
er local and general measures, the duration of 
symptoms has been relatively short whenever 
such chemotherapy was used. Moreover, the 
symptom of encopresis, which is often resist- 
ant to treatment in my experience, has responded 
more promptly when sulfasuxidine was adminis- 
tered. Perhaps other of the sulfonomides would 
be equally effective. 

Peri-anal dermititis may occur from fungus 
infections, infestation with pinworms or scabies, 
or from pyogenic infection. Fungus infection 
may be treated by the nightly application of 
one-third strength Whitfield’s Ointment or with 
one of the newer preparations containing 
undecylenic acid. As the condition improves 
the ointments are used less frequently. Oxyuri- 
asis is treated by the oral administration of 
gential violet with carbolated vaseline applied 
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to the anal area each night. The small patient 
with pinworms should wear gloves or stockings 
on the hands at night to prevent reinfestation 
when scratching occurs. Scabetic lesions in the 
anal area are usually associated with scabetic 
lesions elsewhere on the body and are treated 
by the general application of a scabeticide from 
the neck down. The skin of many infants is sen- 
sitive to benzyl benzoate so the sulfur and bal- 
sam peru containing ointments may be preferred. 
Pyogenic infections usually respond promptly 
to the application of sulfonamide or penicillin 
ointments. 


Anal fistula designates a discharging sinus 
or sinuses with one or more openings in the anal 
canal and an opening or openings either on the 
external surface of the body or in a neighboring 
viscus. ‘The anus is usually the primary seat 
of the disease and with few exceptions the inter- 
nal openings are in the anal crypts. These lesions 
are not common in children; in 1000 consecutive 
cases in which fistulectomy was performed at the 
Mayo Clinic only one patient was less than ten 
vears of age.° We have seen an anal fistula in 
a male infant ten months of age. The abscess 
of anal fistula may form and “point” in various 
areas ; the most common is in the external tissues 
about the buttocks and perineum. If an abscess 
forms and does not rupture it should be opened 
when it becomes fluctuant. The treatment of 
“fistula in ano” is surgical and for the proctol- 
ogist. 

The passage of blood by rectum is a symptom 
for which the small child may be brought to 
the physician. The blood may be dark, indicat- 
ing it has come from high in the intestinal tract 
or bright red which indicates the bleeding has 
occurred in the colon, rectal or anal areas. It 
may streak the stool or be mixed with it. A 
brief discussion of the causes of melena is es- 
sential to consideration of pediatric proctologic 
problems. Anal fissure is undoubtedly the most 
common cause of rectal bleeding and is usually 
associated with painful passage of stools. In- 
tussusception is next most common and the 
melena is associated with mucus and little or no 
stool. The blood is small in quantity, often 
passed with agonizing bouts of cramp-like pain, 
shock occurs, and a palpable, sausage-shaped 
tumor may be palpated both abdominally and 
rectally. Roentgen examination following bar- 
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ium discloses a menicus-like appearance of the 
barium at a point of obstruction. The common- 
est cause of exsanguinating hemorrhage from 
the intestinal tract of infants and children is 
Meckel’s diverticulum and the hemorrhages may 
be small and repeated or so large as to be fatal. 
Other causes of melena are acute and chronic 
intestinal obstruction, Banti’s disease with eso- 
phageal varices, polyps, dysentery, malignancy, 
swallowed blood from epistaxis, peptic ulcer, 
blood dyscrasias and ulcerative colitis. Fissure, 
proctitis, ulcer and polyps are visible through 
the proctoscope. In a series of eleven cases of 
polypoid lesions of the colon reported in children 
three to fourteen years of age, six patients also 
had lesions in the rectum.” Lesions beyond 
reach of the sigmoidoscope were diagnosed by 
roentgen examination. Hemorrhoids may cause 
rectal bleeding but are very rare in childhood. 


Prolapse of the rectum is a descent of one or 
more layers of the rectum down through the 
anus. Partial prolapse which involves only the 
mucosa is especially common in early childhood 
and old age. Various anatomic predisposing 
factors which have been suggested in the case of 
children are (1) the considerable volume of the 
rectum in comparison with the organ in adults 
(2) weak fixation of the rectum (3) absence of 
the sacral curve and (4) the high position of the 
bladder and uterus at birth. Prolapse of the 
mucosa is likely to occur with straining at stool 
in children who have suffered prolonged acute 
infections or wasting diseases which lead to ab- 
sorption of fat in the ischio-rectal fossa. Other 
causes are diarrhea, constipation and polyps. 


The condition, while insidious at the start, 
may occur frequently later. Recently prolapsed 
tissue is pink and moist but. in long standing 
cases it becomes red and edematous and purple 
when tightly compressed. Strangulation is an 
infrequent accompaniment but when it occurs 
may lead to gangrene. There is usually little 
difficulty in arriving at a diagnosis in prolapse 
cases since there are few conditions with which 
it can be mistaken. Intussusception presenting 
at the anus may be confusing but in such a situa- 
tion the examining finger may be passed upward 
alongside the protruding mass into the rectum 
which is impossible in prolapse. Polyps are rec- 
ognized by the pedicle. 
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The treatment of prolapse involves restoration 
of general good health by the proper medical and 
dietary measures and the elimination of any 
cause as polyps, stricture or constipation. The 
previously mentioned measures for obtaining soft 
small stools should be adopted so as to diminish 
straining at stool. The prolapse should be re- 
duced after defecation and provisions made to 
prevent prolapse between evacuations. Recur- 
rence between stools may be prevented by firmly 
strapping the buttocks together with adhesive 
tape. Evacuation of the bowel while lying on 
the side or back will diminish straining. In the 
event of repeated prolapse the injection of scle- 
rosing solutions into the posterior submucous 
spaces by a skilled proctologist may be indicated. 


Constipation which results from a disease vari- 
ously designated as “congenital idiopathic dilata- 
tion of the colon”, “Hirschsprung’s Disease”, or 
“megacolon” should be mentioned. Though this 
condition is not truly a proctologic one, the prob- 
lem of obstinate constipation in the young child 
or infant may involve elimination of this condi- 
tion in differential diagnosis. The disease is 
essentially one of childhood and the symptoms 
are obstinate constipation and a permanent huge 
distention of the abdomen. The thin walled ab- 
domen, dilated superficial abdominal veins and 
the pattern of bowel loops visible on the abdomi- 
nal wall are characteristic findings in these chil- 
dren. Rectal examination usually discloses a 
large mass of doughy stool and the dilated colon 
is well demonstrated by roentgenographic studies 
following a barium enema. Until the past few 
years, both medical and surgical treatments were 
generally regarded as unsatisfactory. More re- 
cently there have been reported most encourag- 
ing results with the cholinergic drugs.® 


A somewhat similar problem is seen in those 
children, with a greatly elongated colon (dolicho- 
colon). These patients with the long and tor- 
tuous colon, however, show less abdominal dis- 
tention and no dilation of the large bowel when 
roentgenographic studies are made. 


Occasionally in a child with history of long 
standing and obstinate constipation the only 
finding is a greatly dilated rectal ampulla which 
is readily identified by the examining finger. 
This situation may result from repeated failure 
to observe the sensation of rectal distention by 
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stool or, in other individuals, there may be a 
disturbance of rectal innervation with absence of 
the sensation from distention. Whatever the 
etiology, treatment is with measures which pre- 
vent constant rectal dilation by stool masses. A 
program to promote soft stools of small bulk is 
essential in correction of this condition which 
has been noted not infrequently. Results of 
treatment in this group are not highly satisfac- 
tory in many instances. 

Diseases of the rectum and anus are not un- 
common in infancy and childhood. Fortunately, 
in most instances, early diagnosis and proper 
medical treatment will eliminate the necessity of 
surgical procedures for their correction. With 
few exceptions diagnosis of these conditions can 
be made by the physician from physical exami- 
nation in the office. 
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The Management of Vaginal Discharges 


Walter J. Reich, M.D. and Mitchell J. Nechtow, M.D. 
Chicago 


The diagnosis and management of vaginal dis- 
charges constitute a common office procedure in 
gynecology. 

In recent years the methods of diagnosis and 
treatment have advanced. There are numerous 
causes for leukorrheas, however, we are going to 
discuss four of the more common varieties, (1) 
trichomonas, (2) monilia, (3) condylloma acu- 
minata and (4) chronic cervicitis. 

Trichomonas vaginalis is probably one of the 
more common causes for vaginal discharge. At 
the Cook County Hospital gynecologic clinic 
about 25% of all cases of vaginitis are of the 
trichomonas type. The common subjective 
symptoms are those of pruritus, soreness and 
acquired dyspareunia. Examination usually re- 
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veals a yellowish, bubbly discharge and a red- 
dened vagina and vulva. The hanging drop, con- 
sisting of normal saline and a small amount of 
the vaginal discharge, will present the motile 
trichomonads. It is a simple office procedure 
for establishing the exact diagnosis and does 
not require straining. 

The management is divided into two phases: 
(1) prohylactic and (2) active. Prophylacti- 
cally the woman is taught proper toilet hygiene. 
After defecation the wiping of the anus must be 
done from forward, backward ; never from back- 
ward forward, because of possible contamination 
of the vagina by fecal deposits. The patient 
should avoid handling the vaginal tract with 
unclean hands; also not to use an enema tip for 
vaginal douching. 

Whenever an enema is taken the patient should 
try to avoid the bed pan splash by placing a 
pledget of cotton, in the vagina. 

Actively: Twice weekly the vagina and labia 
are washed with Liquid Detergent (P. D. & 
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Co.). One part to two parts of warm water. 
This will remove the discharges and debris and 
will expose the vaginal mucosa to the full action 
of the medicament. When the vagina is dry and 
with the speculum well opened we insufflate 2-4 
grams of a powdered mixture consisting of pul- 
verized argyrol 20% ; B. Lactose 40% and Kao- 


lin 40% (Argypulvis A. C. Barnes & Co.). 
Avoid blowing directly into the cervical canal 
during pregnancy because of the possibility of 
air embolism. The patient is given a sanitary 
napkin which she wears day and night to avoid 
staining her clothes. At home she is instructed 
to take nightly an acidifying douche (2 table- 
spoons of white distilled vinegar to 2 quarts of 
warm water) after which she inserts a capsule 
(Argypulvis) deep into the vagina. To facilitate 
the dissolving of the capsule, instruct the patient 
to perforate each end of the capsule three times 
with a safety pin and to dip it into hot water for 
a moment or two. The patient is checked at the 
office once or twice weekly depending on the 
severity of the case. At each office visit, the 
hanging drop is examined for the quantity of 
trichomonads, so as to judge progress. If the 
case persists and does not respond readily or 
recurs after a complete cure, look for foci of 
reinfection. In the male the prostate, prepuce, 
bladder and urethra may be the sites. In the 
female check her Skene’s ducts, endocervix, Bar- 
tholin gland, rectum, and urinary bladder. The 
location and treatment of the sites of reinfection 
are an integral part in the management of tri- 
chomonas vaginitis. 

Monilia or yeast vaginitis is another annoying 
cause for leukorrhea. It constitutes probably 
about 8-12% of causes for vaginal discharges. 
Patients complain of leukorrhea, pruritus and 
vaginal soreness. Physical findings reveal white- 
grayish placques adherent to the vaginal mucosa. 
When these are wiped away capillary oozing will 
be noted. 


It is often seen during pregnancy and in dia- 
betics due to the increase of glycogen in the vagi- 
nal mucosa. The diagnosis of monilia is made 
by means of a hanging drop technique. The 
typical mycellia are readily seen in a high dry 
magnification. 

The management is both prophylactic and ac- 
tive. 
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Prophylactically the same as given for tricho- 
monas vaginitis. We have seen several cases 
among those who masturbate. 

Active treatment is carried out during preg- 
nancy. We have done this for many years and 
have not seen any ill effects or infections from 
this regime. 

The vulva and the vagina are washed with 
liquid detergent as mentioned under tricho- 
monas. After drying, the cervix, vagina and 
labia are painted with a mixture of 1% aqueous 
acriflavin and 1% gentian violet. The patient 
takes a sodium bicarbonate douche at home (2 
tablespoons to 2 quarts of warm water). The 
prognosis is good; but during pregnancy the con- 
dition is stubborn and requires frequent office 
visits to keep the patient comfortable. After the 
baby is born there is often a spontaneous cure of 
the condition. The office treatment for monilia 
is given daily and often after a few treatments 
there is marked improvement. 

Condyllomata acuminata constitute a lesser 
offender but is not uncommon. These lesions 
vary in size, shape and location. Condyllomata 
or papillomata are usually encountered on the 
vulva, perineum, para anal regions or intravagi- 
nally. If in doubt as to diagnosis a biopsy is 
advisable. 


The treatment consists of the application of 
a hydrosorb base ointment containing 25% podo- 
phyllin directly over the condyllomata. One 
must be certain to protect the normal surround- 
ing tissue with either vaseline, collodion or zinc 
oxide ointment. 

The podophyllin ointment must be washed off 
with soap and water 4-6 hours after the appli- 
cation, otherwise marked reactions follow mani- 
fested by edema and tenderness. This treatment 
is effective only in the soft type of papilloma, 
and does not affect the fibrotic type. The me- 
dicament is irritating and possibly leads to vaso- 
constriction of the blood vessels and ischemia of 
the tissues; the tumor shrinks and falls off. 
This may be repeated once a week if necessary. 


Chromic cervicitis is a frequent cause for leu- 
korrhea. It is seen in all ages, but is especially 
common in the child bearing woman. It is pres- 
ent in almost all multiporous women, and is due 
to trauma to the cervix sustained during labor. 
A routine bioposy is indicated in cases of erosion 
or eversion, prior to cauterization. Each year 
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one or two cases of group one, early carcinoma of 
the cervix is encountered which appears grossly 
as an inflammatory lesions. 

A simple nasal tip electro-cautery is employed 
to destroy the hyperplastic endocervical epithe- 
lium and the glands. The procedure is divided 
into two distinct phases: the endocervical cauter- 
ization, and the destruction of the ectropion or 
eversion. Both of these are done at the same 
sitting. The former is most important because 
the pathology begins here while the latter (ever- 
sion or erosions) is mainly secondary. Only 
“cherry red” heat is used to avoid deep penetra- 
tion with possible resultant hemorrhage, fibrosis 
or stricture of the canal. The patient returns at 
weekly intervals for dilation of the canal; a 
simple probe, uterine dressing forceps or a cotton 
applicator is used. This prevents a possible 


leukometra, hematometra or pyometra. 
Douching and sexual congress is not recom- 
mended for the next 10 to 14 days while the 
slough is still attached. The complete restora- 
tion of the cervical epithelium takes about 8 to 
10 weeks. If further cauterizeration is necessary 
it should be delayed for three months following. 
SUMMARY AND CONCLUSIONS 
1. A brief clinical discussion of the diagnosis 
and management of trichomonas, monilia, 
condylloma acuminata and chronic cervi- 
citis is presented. 
2. Emphasis is placed on routine biopsy of all 
erosions and eversions prior to cauterization. 
3. LET NOT the age of the patient dissuade 
one from taking a biopsy for microscopic 
study. 





Intensive Treatment of Psychoses. Factors 
Influencing Improvement and Relapse 


George Fenyes, M.D. 
Chicago 


The following paper does not claim to present 
any new and original theories concerning in- 
tensive treatment. It is the purpose of this short 
review to discuss the statistics and results of 
those treatments as they were given in our hos- 
pital in 1948 with some added remarks and 
practical considerations. 

Both insulin and electric treatments are sub- 
ject to criticism from several points of view; 
however, not all the criticism is entirely justified. 
Before all, we all know that we are dealing here 
with therapeutic measures, the theoretical basis 
of which is at least not entirely clear. All the 
explanations for both kinds of treatments are 
hardly sufficient for all the observations con- 
nected with them, and besides this none of these 





Presented at the annual scientific meeting of the 
Physicians’ Association, May 19, 1949, in the Palmer 
House. 
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theories is generally recognized by all the psychia- 
trists. Those theories of intensive treatments 
we can basically divide in two main groups, 
namely the somatic and the psychological theo- 
ries. It is true that there is a lot of resourceful- 
ness and even ingenuity in some of those theories 
which were partly built up by the inventors 
of those therapies, partly by those who applied 
and modified them later. On the other hand, 
none of those theories is entirely free of contro- 
versy, and as for the two main groups none of 
those would be sufficient when used exclusively, 
at least not at the present stage of our knowledge. 
There cannot be much doubt about the im- 
portance of some specific physico-chemical fac- 
tors. We cannot deny the psychological factors 
either. However, it is generally recognized that 
none of those factors would have the same effect 
when the other group would be entirely missing. 
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So at present we have no other way but to ac- 
cept the presence of combined psychological and 
somatic factors. The recognition of the fact that 
the psychological factors in those cases are use- 
ful when connected with a basically physico- 
chemical set-up, on the other hand hardly can 
be used as proof for the somatic origin of the 
diseases in which the therapy is more or less 
effective. Practically we are dealing here with 
an empirical therapy which contributed until 
now very little to our basic knowledge concerning 
those diseases where we used it. Schizophrenia, 
manic-depressive psychosis and involutional psy- 
chosis, the three main fields of intensive treat- 
ment, still remain of unclear etiology, regardless 
of the possible improvement on the basis of treat- 
ment. 


One of the objections to the extensive use of 
insulin and electric treatments, the belief that 
they are dangerous, is less justified gradually. 
Nevertheless, we know that the use of insulin is 
still connected with possible dangers. Most of 
those, of course, may be avoided by using proper 
indication, by exclusion of unfit cases and by ade- 
quate nursing and medical supervision. As for 
electric shock treatments, its dangers are cer- 
tainly exaggerated, since we all know that severe 
complications are extremely rare, and even the 
age limit has been extended to a higher age dur- 
ing the last few years. The fear of permanent 
organic brain changes as caused by those thera- 
peutic methods is hardly justified, at least in the 
large majority of the treated cases. 


Several well-known psychiatrists, among others 
the well-known analysts Brill and Fenichel, are 
using sharp criticism against the so-called shock 
treatments. They object to them on the basis 
that those somatic methods may lead to a pos- 
sible negligence of the psychological aspects of 
personality which is the basis of our modern psy- 
chiatry. However, even if we recognize fully the 
importance of the dynamic aspects of personality, 
the objection to shock should be more against 
its indiscriminate and exclusive use than against 
its use itself. We cannot disregard the fact that 
we are in a position to achieve seme improvement 
in some cases where we have no other practical 
way which can be used on a mass basis to reach 
the same results. 


Contrary to those psychological objections, Kal- 
inovsky, one of the greatest authorities in this 
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field, denies that psychotherapy would play any 
role in the improvement of cases who are on shock 
treatment. The experience in our hospital, just 
as in many other places, shows that psychotherapy 
still may be considered as an important adjuvant 
during and especially after intensive treatment. 
The idea of some analytically-minded psychia- 
trists that those cases of psychosis in a large 
number would show marked improvement on 
plain psychotherapy has its own weak points. 
There are some theoretical, analytical contradic- 
tions to the use of deep analytic psychotherapy in 
the case of psychosis, and at any rate this method 
as it is suggested by Federn and Rosen would 
require a thorough-going modification of ana- 
lytical treatment which is still not worked out 
entirely, and even if we would accept its efficiency 
in some exceptional cases it still would appear 
impossible to apply it in a large number of cases. 
Although we are in doubt about the practical 
applicability of that over-emphasized psycho- 
therapy, we still believe that analytically-minded 
and common-sense psychotherapy is of great im- 
portance for the success in intensive treatment, 
and its more intensive use could bring probably 
still better results. There is little evidence for 
the statement of several psychiatrists that shock 
treatments would result generally in the adjust- 
ment of personality on a much lower level than 
before. There are certainly cases better adjusted 
after treatment than ever before. 

An objection, somewhat more justified than 
the previous ones, is that in so many cases it does 
not help or helps temporarily only. It is neces- 
sary here to do a relative evaluation of success. 
The new ways of treatment, such as fever, sleep, 
carbon-dioxide and many others, are not so far 
yet that they could be used as standardized mass 
methods at present. Nor can we give definite 
opinions about brain surgery. The papers about 
it are controversial, both as for its theory and 
its results. At any rate, the surgical treatment 
of psychosis hardly could replace the older ways 
of treatment at present entirely, and probably 
most psychiatrists still would not advise cutting 
and destruction of neurons without previous 
attempts to make use of more conservative meth- 
ods. 

It is certainly not easy to decide in psychiatry 
in what case would we consider a patient as com- 
pletely recovered, and so it is a difficult task to 
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evaluate how far we reach it by any therapy. 
Since the entire intensive treatment is not yet 
fifteen years old, even in the best cases we better 
should speak about far-going improvement than 
about recovery. And just what is the main 
criterion for improvement? Basically still the 
mental examination by the psychiatrist. Although 
behavior may be one of the important factors, 
we hardly can identify entirely improved be- 
havior with true mental improvement. A more 
objective basis for our judgment is supposed to 
be given by the diverse psychological tests. Many 
psychiatrists, however, are in doubt if the psy- 
chometric tests are really much more objective 
than simple mental examination. The most 
highly praised personality test, the Rorschach, 
as we know, is not founded on a generally recog- 
nized theoretical basis, and at any rate it is too 
much dependent on the psychologist who is giving 
it in order to be used in a large number of cases 
as the main measure of improvement. The fol- 
lowing statistical data did not make use of sys- 
tematic psychometric tests, which, however, cer- 
tainly would be worthwhile to be done, since those 
tests may be of value for a comparison in some 
cases. 


Another way of judgment is that based on 
social improvement. We are in no doubt about 
it that the social factors need much more exact 
investigation. A practical point of view is the 
question how far those treatment cases were able 
to go home and stay at home. We have to know, 
of course, from the beginning that our patients’ 
staying in the institution or going home is based 
on a combination of psychological and social el- 
ements, and we are unable to evaluate exactly the 
first without knowing more about the latter. 


One of our most urgent practical questions is 
how far we would be able to decrease the pop- 
ulation of our state hospitals by means of inten- 
sive treatment. In order to understand better this 
question let us mention a few numbers concern- 
ing our hospital population. In the last fiscal 
year there were the following changes in the 
population of Chicago State Hospital. 


About 2,400 (2,347) new admissions, about 
800 (803) of them being voluntary, and nearly 
1,600 (1,544) committed. About 2,400 (2,353) 
patients were discharged in the same time, about 
1,000 (986) of them received absolute and nearly 
500 (473) conditional discharge. About 700 


380 


(712) patients died, and nearly 200 (182) pa- 
tients escaped. Our present population is close 
to 5,000 (4,934), more than 2,300 (2,308) males 
and less than 2,700 (2,626) females. 

The three groups of the so-called psychogenic 
psychosis, schizophrenia, manic-depressive and 
involutional, which may benefit from intensive 
treatment, constitute together between 35 and 
40%, somewhat more than 1/3 of all our ad- 
missions. So even if those treatments could be 
applied in all those cases this still would mean 
a very slow effect on the decrease of our hospital 
population. As far as insulin and electric treat- 
ment was applied in the cases of organic brain 
disease, alcoholics, neurotics, psychopaths and 
other borderline groups, its result did not 
amount practically to anything. So in spite of 
using a symptomatic therapy only, we still may 
deal with at least partially specific influence on 
the phychosis. 

In 1948, which is only partly identical with 
the previously mentioned last fiscal year, we 
have the following facts concerning treatment in 
our hospital. 415 patients received intensive 
treatment, 396 of those electric shock, 145 in- 
sulin; 126, the greatest part of the insulin cases, 
received before or afterward electric treatment, 
too. 

In other words, in this widespread extension 
of our intensive treatment, somewhat less than 
10% of the hospital population or nearly 20% 
of the new admissions received it. Considering 
the large number of the untreatable re-admitted 
and returned old cases among the admissions, 
actually hardly any case with an indication re- 
mained without treatment. From the beginning 
we see several obvious factors influencing the out- 
come of treatment. Not all the cases received a 
full course, and we cannot share the opinion that 
treatment should be given only until sympto- 
matic improvement is achieved. In most cases 
we attempted to reach a certain number of treat- 
ments. For practical reasons, as in many other 
hospitals we attempted to reach 40 times the 
mesencephalic state, so-called comas, on insulin, 
while we know that several psychiatrists are 
pleading for 50 deep comas. Less than 30 comas 
we hardly can consider as complete treatment. 
Altogether, only 12 insulin cases were treated in- 
completely, partly on account of complications, 
partly on refusal of the family or the patient to 
permit further treatments. 
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The number of electric convulsive treatments, 
so-called shock, we standardized at 20 in schizo- 
phrenics and at 15 in affective psychoses. At 
present several phychiatrists advocate a much 
higher number of electric treatments. Cases with 
an indefinite number of electric treatments, so- 
called maintenance treatment, which is not gen- 
erally recognized, we did not include in our pres- 
ent statistics. Reasons for early interruption of 
electric treatment were similar to those on in- 
sulin. The number of those cases who received 
incomplete treatment only was 12 on insulin and 
36 on electric cases, so less than 10% of the total 
number. 


As for those minor complications which oc- 
curred during the course of therapy, we are sure 
that their number still could be diminished by 
proper care, although it is questionable if they 
ever can be avoided entirely. The age variation 
in our cases was between 14 and 57 on insulin 
and up to 75 on electric shock. Nevertheless, 
there is no doubt about the increased risk of in- 
sulin at the age over 40 and of electric shock over 
50, while the application of intensive treatment 
on adolescents was not connected with any special 
danger. In spite of some serious complications 
of insulin which are not too rare, none of the 
insulin-treated cases died. This fact is due to 
a great part to our nurses, who are few in num- 
ber but excellently trained in this specifie field. 
At present of all the cases treated with insulin 
in 1948 there is only one in the acute hospital 
with a possible lung abscess, a not entirely clear 
complication of insulin, while all the others, 
regardless of their mental status, are in excellent 
physical condition. 


The well-known complications of electric treat- 
ment rarely result in permanent deformity, and 
the large number of electrically treated cases 
is in excellent physical health. However, there 
is one case in 1949 not included in the previous 
statistical group with a dislocation of the upper 
cervical spine leading to a partial compression 
of the spinal cord. This rare complication oc- 
curred in the case of an unmanageable and very 
combative patient and was caused apparently by 
hyperextension after treatment, and it is not 
entirely clear to me if those rare serious accidents, 
just as the more frequent minor ones, could not 
be diminished even more by means of more super- 
visory personnel. 
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Six patients who received electric shock treat- 
ment in 1948 are no more alive. It is not”easy, 
however, to see a direct connection between treat- 
ment and death. One woman died of cancer of 
the uterus, another of uremia, both several 
months after completion of electric treatment and 
apparently without connection with it. The other 
4 patients who died all belong probably to the 
same group of patients. Their mental illness 
started acutely with very vague symptoms. They 
were brought in after sitophobia in a catatonic 
and dehydrated condition. Electric treatment 
was given once or twice as a desperate attempt to 
make them eat; usually they did not get a con- 
vulsion, the treatment did not change much 
their condition, and they died within a few days 
afterward. What is the difftrence between those 
unfortunate cases and the large number of those 
who improved so greatly on the same treatment ? 
The partial answer is the degree and duration of 
the dehydration. Apparently there is a revers- 
ible and an irreversible stage of it, and once the 
patient reached the latter stage nothing could 
help anymore, neither electric shock nor par- 
enteral fluids. There is, however, another ex- 
planation still possible. In the large collective 
group of schizophrenia, a smaller group of more 
clear-cut toxic organic conditions may have been 
included. There was something common among 
all those cases ; young age, acute beginning — by 
the way, 3 of those 4 were colored people — and 
they all did not react to electric shock with con- 
vulsions. There is the possibility that some 
cryptogenic organic condition produced metabolic 
products which may have heightened the con- 
vulsion threshhold. Post-mortem examinations 
did not reveal any definite findings, and certainly 
it is not easy to find a direct connection with the 
application of electric treatment. It could be 
worthwhile to examine those cases with laboratory 
methods and especially with EEG. The use of 
EEG is, however, of questionable value at the 
present stage of our knowledge, since the lack of 
cooperation and, even more, the possible use of 
sedatives, would disturb the results. Some new 
ways should be found to clear up those malignant 
cases of catatonic shock-resistant psychosis. 


And how is the situation of intensive treat- 
ment cases concerning their stay in the state 
hospital? As mentioned before, 290 females 
and 125 males, together 415 patients, received 
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one or both kinds of intensive treatment in this 
one year. he distribution among the two sexes 
is not hard to explain. While the females in 
this area represent the main outlet for the psy- 
chotics, this is nct the case with the males, a 
large number of psychotic males in the Chicago 
area going to Yeteran’s units. The still larger 
number of male admissions is reached by the 
much higher percentage of alcoholics and the 
somewhat higher percentage of general paretics 
among male admissions. Besides this, the larger 
number of female treatment cases is partly due, 
of course, to the higher percentage of affective 
psychosis in the female sex, while schizophrenia 
generally does not show too much difference be- 
tween both sexes. In spite of the fact that still 
many more males are admitted than females, 
the state hospitals, besides the general tendency 
of slow increase in the general population, show 
very often another tendency: the increase of 
the female population. One of the chief causes 
for it is the large number of voluntary male al- 
coholics, most of those returning home again, and 
the returning rate of this male group is not 
equalled in number by any female group. 

Concerning their stay in our hospital, we have 
the following numbers in the before-mentioned 
treatment cases. Among 125 men who received 
treatment, 53 are still in the hospital. Two 
died, as mentioned before, and 70 did not return 
to the hospital. Sixty men of those are still at 
home, 6 were deported to other states, and the 
fate of 4 escapers is still unknown. All those 
data are taken between 6 and 18 months after 
completion of treatment, so on average 12 months 
afterward. Examiner is conscious of the fact 
that this time is much too short for drawing 
far-going statistical consequences, since it is well 
known that many more cases would still return 
several years after completion of treatment. Nev- 
ertheless, there is no doubt about saving not only 
several months of hospital stay for a number of 
cases who received intensive therapy but even for 
their staying home much longer in a larger num- 
ber of cases. 


According to their generally larger number, 
the figures concerning the female treatment are 
more convincing. From those 290 women treated 
in the same period of time, 105 are still in the 
hospital, 4 died, as discussed before, and 181 
did not return to the institution. 164 among 
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those are still at home, 13 were deported, and 
the fate of 4 escapers is still unknown. 

So our statistical data are the following. From 
415 patients treated within a year, including 
nearly 109% of the cases treated incompletely, 158 
are still here, while 6 died for various reasons, 
apparently not as direct complications of treat- 
ment. From those 158 patients who are still 
here, 41, or 35 women and 6 men, were already at 
home and returned to the hospital within the 
first year. Let us consider first those apparent 
failures of treatment, the 158 who either never 
went home or returned so soon. Opinions con- 
cerning failures in intensive treatments we find 
in the interesting book of Hoch by himself, by 
Wortis and Kalinovsky. hey agree that the 
most common causes of failure are incomplete 
treatment and its use in cases without proper in- 
dication. We have to consider the latter factor 
as very frequent in the state hospitals, where 
many patients are treated out of mercy in des- 
perate cases, on pressure of relatives or in order 
to reach some symptomatic improvement and bet- 
ter hospital adjustment. It is not easy, of course, 
to decide in this improperly indicated treatment 
group how far a symptomatic improvement was 
reached. Some of those cases, however, still 
were unable to leave the hospital, mainly be- 
cause of their family and social situation. At 
any rate, 105 among those 158 were considered 
from the beginning as having a very poor treat- 
ment prognosis, and so only 53 could be declared 


as real more-or-less-complete treatment failures. 


Those 41 patients who were at home and re- 
turned soon need special consideration. In the 
out-patient clinic of the Chicago State Hospital 
I had the occasion to follow up most of the cases 
who were released after treatment. This part 
of the work was done with the help of Mrs. G. 
Wilson, one of our very able social workers. Not 
all the released patients can be followed up, of 
course, by our social service. Some never show 
up in our out-patient clinic, some cannot be 
checked sufficiently, and altogether we have a 
much better control over the cases on conditional 
than over those on absolute discharge. ‘Those 
two groups are close to, although not identical 
with, the groups of committed and voluntary 
patients. We cannot evaluate here this difference 
between the two groups. However, we all know 
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how insufficient is our checking on the voluntary 
patients. It is depressing to see the unfortunate 
social situation in the great majority of our re- 
leased patients as it is presented in the social 
service reports and in the out-patient clinic. 


224 patients, that means 60 men and 164 wom- 
en, released after treatment are still at home, 
which means more than 50% of al) treated 
patients, and this in spite of the fact that more 
than 25% of all the treated patients, as described 
before, did not promise much improvement from 
the beginning. In other words, since only 310 
patients could be considered as cases fit for treat- 
ment and among those 224 are still at home, 
that means that more than 2/3 of the treated 
patients did not yet return. So we cannot deny, 
even if the number of recoveries is very question- 
able, that we have a large number of improve- 
ments and especially social improvements. As 
we discussed before, intensive therapy, even on 
this large scale, hardly could be a major Cecisive 
factor in the decrease of the population of the 
institution. 


And now those 41 patients who went home 
after treatment and returned soon. Does it 
really mean that they had true relapses and the 
success of treatment was of very short duration 
only? Closer observation certainly proves that 
the very unhappy social and vironmental fac- 
tors were of paramount impcr.ance, and so we 
observed exogenous rather than endogenous re- 
lapses in the mental conditions of those patients. 


Those 41 cases were checked thoroughly. 
Among the 6 returned men, 1 was married and 5 
single. The marriage of the first was unhappy 
and poorly adjusted, and the 5 single men never 
made an independent adjustment. Most of those 
patients were admitted several times before treat- 
ment, and besides this, in each of those cases 
there was some special unfavorable environmental 
and social factor present. Conflict with father, 
over-protective mother, abnormal fixation on the 
sister, rivalry among brothers — all variations 
of Oedipus situation with pathological outcome 
played a role in their life, in one case even a 
marked hatred against a step-father, a kind of 
Hamlet situation. 

Similar and other factors played a role in 
the 35 female patients who were treated, im- 
proved, were released, relapsed soon and _ re- 
turned to the hospital. 12 of those were single, 
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and 23 were married. Again several of them 
were admitted before. Three of those cases 
were true psychopaths who were never really 
fit for treatment. The women who were mar- 
ried lived in an unhappy marriage without 
exception. One was a widow, 7 were divorced 
or separated, 9 in the group have children. The 
psychological factors in the female cases were 
similar to those in the males with some modifica- 
tions. Marked Electra complex, jealousy be- 
tween sisters, early death of parents, especially 
loss of mother, and living with other relatives 
were parts of their lives. With only one excep- 
tion they all lived in extreme poverty. In several 
cases there was a marked struggle amounting to 
court proceedings between father or mother and 
husband. Several of those cases followed a certain 
well-known pattern: the woman, a housewife, 
in a good remission, taking care of the house- 
hold and several children, and the husband, an 
alcoholic, in nearly all those cases brutal and 
without emotional understanding. The patient 
sometimes was torn up between husband and her 
own family. In most of those patients, the sex- 
ual maladjustment was obvious. In two of the 
returned patients, the married woman remained 
a virgin after several years of marriage. Fri- 
gidity was without exception. 

In those cases of returned patients we found 
in the majority one more mentally ill person, in 
the minority two more mentally ill people in the 
same family. Besides the possibility of a hered- 
itary constitutional factor, a somewhat contro- 
versial issue, we hardly can overlook the psycho- 
logical and social importance of another mentally 
ill person in the family. This situation probably 
played as great a role in the relapse as in the 
original pathogenesis of the psychosis. 

SUMMARY 

1. Intensive treatment of psychosis, insulin 
and electric and very often a combination of 
both, is still of great importance in the state 
hospitals. In spite of their failures and short- 
comings, it is worthwhile to apply them, especial- 
ly in the most active cases of psychogenic psy- 
chosis. 2. Although those treatments are cer- 
tainly more symptomatic than etiological, in a 
large percentage of cases they resulted in far- 
going improvement, amounting very often to 
the return of the patients to their home. 3. 
treatment and lack of proper indication. All 
therapy itself and to a great part to incomplete 
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Causes of failures are only partly due to the 
these statistical results show only little devia- 
tions in various state hospitals. 4. None of 
those cases who stayed in the hospital or went 
home really received afterward systematic and 
‘continued deeper-going psychotherapy. Psycho- 
therapeutic attempts following intensive treat- 
ment were of short duration only. The results 
may still improve by more systematic and com- 
plete psychotherapy. 5. Environmental and 
social factors cannot be estimated highly enough. 
A large number of patients could not go home 
after treatment more because of an unfavorable 
social situation than on account of a poor mental 
condition. All the cases who were at home for 
a short time only and returned soon were showing 
an unusual accumulation of the worst social 
factors. 6. A true depopulation of state hospi- 
tals hardly could be achieved by the increase of 


the number of treatment cases. This situation 
may be improved by a family-care program on a 
large scale, especially following treatment. 

The various methods of intensive treatment, 
at present mainly on an empirical basis, are at- 
tempts to influence favorably both the psycho- 
logical and the biological constituents of the 
human psychobiological unit. However, it is 
a requirement of our modern dynamic psychiatry 
that proper psychotherapy should be more closely 
integrated with the present physico-chemical 
treatments. It would be advisable on the basis 
of recent trends in psychiatry to consider human 
beings not only as psychobiological but actually 
as socio-psycho-biological units. So it appears 
essential to influence favorably the basic and 
truly pathogenic social and environmental factors 
of the individual patient in order to achieve 
deeper-going and more-lasting improvements on 
a larger scale. 





THE ROAD AHEAD 


Specialization has been constructive in bring- 
ing about better medical care. The general prac- 
titioner can properly and adequately take care 
of 90 percent of the needs of his community. 
There is nothing wrong with the public rela- 
tions in a community served by general prac- 
titioners or family doctors. The family doc- 
tor is the one to whom the patient should go. 
He will know if and when the patient needs the 
help of a specialist and what kind of a special- 
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ist is needed. When the patient runs around 
from specialist to specialist, he thinks he has 
been under the care of a half dozen doctors, 
when in fact he has not had any. The general 
practitioner should hold the lines and referee 
the matter, correlating and coordinating, which 
the patient cannot do. 

Excerpt, The Road Ahead, Frank L. Chenault, 
M.D., Decatur, Alabama, The Journal of the 
Medical Association of the State of Alabama, 
September, 1949. 
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Coarctation of the Aorta and Aortic 
Insufficiency 


Simon Zivin, M.D., and Saul L. Silver, M.D. 
Chicago 


Though the co-existence of coarctation of the 
aorta and aortic insufficiency, the latter on a 
basis of congenital bicuspid aortic valve or ac- 
quired disease, is not rare, these entities are over- 
looked frequently. In Abbott’s series of 183 
cases of coarctation of the aorta, bicuspid aortic 
valves were found in 50. Nelson’s Medicine cites 
a series of 200 cases of coarctation of the aorta 
coming to autopsy, in which 51 were found to 
have bicuspid aortic valves. Other medical texts 
also attest to the frequency of these two condi- 
tions. In this case, findings consistent with 
coarctation of the aorta and aortic insufficiency 





From the Medical Service, Veterans Administration, 
366 W. Adams Street, Chicago, Illinois. Published 
with the permission of the Branch Medical Director, 
Veterans Administration, who assumes no responsibil- 
ity for the opinions expressed or conclusions drawn 
by the authors. 

From the Florsheim Heart Clinic, Northwestern Uni- 
versity Medical School. 


For December, 1949 


were readily observed, yet despite innumerable 
medical examinations both were overlooked. 

L. S. O., a 25 year old white male, was first 
seen at the Veteran’s Administration Regional 
Office for a pension examination March 10, 1948. 
The following history was obtained from the 
examinee and previous service records. He en- 
listed in the service of the U. S. Coast Guard 
January 9, 1942 and was accepted after an 
authorized waiver was obtained for mild hyper- 
tension ; the blood pressure was 150/90. He was 
asymptomatic at the time of enlistment and on 
January 8, 1945, after another complete physical 
examination was recorded as essentially negative, 
except for a blood pressure of 140/90, was de- 
clared fit for sea duty. On August 4th, 1945, 
while on shore duty in Naples, Italy, he was 
found unconscious, after being beaten severely, 
sustaining facial laceration and bilateral ocular 
ecchymoses. One week later, he su im de- 
veloped a severe, spontaneous expistaxi h 












he was admitted to sick bay. Despite nasal pack- 
ings, the epistaxis continued unabated, and he 
was transferred to an Army General Hospital, 
where he received 4 blood transfusions before 
the bleeding ceased. After 4 days of hospitaliza- 
tion, he was discharged back to duty. Aboard 
ship, daily blood pressure readings were deter- 
mined, which fluctuated between 150-170/80-95. 
He was then returned to the United States, and 
on January 7, 1945, was given a disability dis- 
charge, with a diagnosis of arterial hypertension. 

For the next 26 months, he continued to work 
as a carpenter and felt well, except for slight 
fatigue after a day of heavy work. During this 
period of time, he was under the care of several 
physicians who were seeing him once monthly and 
treating him for hypertension. 

On March 10, 1948, he reported to us for 
pension examination as instructed. Examination 
revealed a well-developed individual who offered 
no physical complaints. Observation of the neck 
revealed moderately marked carotid pulsations; 
otherwise, the general physical inspection was 
negative. Blood pressure readings in the upper 
extremities were 190-210/110. The radial pulses 
were regular, full and bounding, with a rapid 
drop after the systolic phase. Palpation of the 
shoulders and scapular areas did not reveal any 
abnormal pulsations. The apex was localized in 
the 5th. intercostal space, 2 ems. inside the left 
mid-clavicular line. On auscultation, a loud, 
grade 4, blowing diastolic murmur was heard 
maximally in the 4th. interspace at the left ster- 
nal border. This murmur was transmitted down 
to the apical area and up to the base. It began 
immediately after an accentuated 2nd. aortic 
heart tone and reached a crescendo in mid- 
diastole. The blowing diastolic murmer was 
heard also in the back, just below the inferior 
angle of the left scapula. Palpation of the femo- 
ral arteries revealed the pulses to be diminished 
markedly in intensity. Blood pressure readings 
were 136/82 in the lower extremities. 

A chest roentgenogram revealed notching of 
the inferior borders of several ribs, marked dim- 


inution in the size of the aortic knob and 
slight enlargement of the left ventricle. 


Following this examination, the following 
diagnoses were established: 1. Coarctation of 
the aorta. 2. Aortic insufficiency. The diag- 
nosis of the former was readily established 
from the findings of hypertension in the upper 
extremities, marked decrease of the pressure in 
the lower extremities, and the x-ray findings of 
notching of the ribs and marked diminution in 
size of the aortic knob. The aortic insufficiency 
was then considered to be the result of a congen- 
ital lesion. The examinee denied any history of 
venereal infection and never had a rheumatic in- 
fection. The Wassermann test was negative. 
These facts eliminated the possibility of it being 
on an acquired basis. Since statistically, it is 
not uncommon for a bicuspid aortic valve to be 
associated with coarctation of the aorta, the con- 
genital aortic valve defect as the etiologic factor 
of the insufficiency is the most likely explanation. 
It is also more tenable to explain the co-existence 
of these entities on a single etiologic basis, con- 
genital cardiovascular anomalies, than to postu- 
late a combination of factors. 


In brief review, this case is presented because 
of the interesting co-existence of two congenital 
cardio-vascular entities, and because these condi- 
tions existed undertermined despite repeated 
physical examinations, during and after service, 
without either being properly established. 


(Since this article was submitted for publication, 
a second, similar case was examined by the authors in 


Sept. 1949.) 
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Presentation of Two Cases 


Philip W. Graff, M.D. 


CANCEROUS MELANO — BLASTOMA 
OF THE EYE WITH VISCERAL 
METASTASES 

A 62 year old white woman entered St. Luke’s 
Hospital for the first time on December 7, 1948 
and died January 8, 1949. Two years prior to 
admission her left eye had been removed because 
of a tumor. For six months prior to the opera- 
tion she had had pain and redness of the left 
eve and following the operation until her admis- 
sion to this hospital she complained of anorexia, 
malaise, and weight loss. About six months be- 
fore admission she developed persistent back 
pain, and two months before, an abdominal mass 
vas palpable. She also complained of episodes 
of nausea and vomiting which had lasted several 
weeks, and edema of the ankles for a few days. 

The patient was emaciated and dehydrated. 


The left eye was absent and there was no evidence 
of recurrence of the tumor within the orbital 





From The Henry Baird Favill Laboratory of St. Luke’s 
Hospital, Chicago. 
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cavity. The right eye reacted normally and the 
funduscopic examination was essentially normal. 
The blood pressure was 108/70 mms. of Hg., the 
temperature was 98.6°F., the pulse 92 and the 
respirations 20 per minute. The heart was nor- 
mal. The abdominal examination revealed no 
tenderness, rigidity or distension but the liver 
was markedly enlarged. There was pitting ede- 
ma of the ankles. The blood had 4,020,000 eryth- 
rocytes and 9,950 leucocytes per cmm. and 12 
grams per cent of hemoglobin. Of 100 leucocytes 
24 were lymphocytes, 7 were monocytes, 59 were 
neutrophils, 6 were band forms, 3 were basophils 
and 1 was an eosinophil. The clear, dark amber, 
acid urine contained no albumin or sugar, but 
melanin was demonstrated by chemical tests. 
The urinary urobilinogen was 6 mgms. per 24 
hours. The blood Kahn test was negative. The 
blood non-protein nitrogen was 38 mgms. per 
cent and the blood chlorides 504 mgms. per cent. 
The alkaline phosphatase was 16.1 Bodansky 
units and the cephalin flocculation in 24 hours 
was a trace and in 48 hours was plus 2. The 
blood sedimentation rate was 25 mms. in one 
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Figure 1. 


hour. On the 11th hospital day the alkaline 
phosphatase had risen to 25.6 units. The total 
quantitive bilirubin was 3.7 mgms. per cent with 
a. direct of 1.9 mgms. and an indirect of 1.8 
mgms. per cent. The thymol turbidity was 5 
units and the quantitative urobilinogen 1.26 total 
Ehrlich units. There was no bile in the urine. 
On the 17th hospital day the blood urea nitrogen 
was 34 mgms. per cent, the non-protein nitrogen 
82 mgms. and the creatinine 2 mgms. per cent. 
The blood phosphorus was within normal range. 
The total quantitative bilirubin had risen to 6.6 
mgms. per cent with a direct of 3.5 mgms. and an 
indirect of 3.1 mgms per cent. 

The patient was given cannabis and morphine 
for pain. She ate poorly and had episodes of 
vomiting. Her condition became progressively 
worse, she became weak and lethargic and needed 
increasing amounts of morphine for relief of 
pain. She died on the 21st hospital day. The 
clinical diagnosis was metastatic melanoblastoma 
of the liver (primary melanoblastoma of the left 
eye). 

The essentials of the anatomical diagnosis of 
the necropsy are: 





Photograph illustrating the extensive metastatic cancerous melanoblastoma of the liver. 


Old surgical enucleation of the left eye (can- 

cerous melanoblastoma) ; 

Extensive metastatic melanoblastoma of the 

liver, the biliary lymph nodes and the skin; 

Ascites ; 

Slight left hydrothorax ; 

Edema of the ankles; 

Marked emaciation ; 

Generalized icterus ; 

Multiple subepicardial petechial hemorrhages 

of the heart; 

Multiple petechial hemorrhages of the skin of 

the abdomen and thighs ; 

Senile nephrosclerosis of the kidneys. 

The body of this emaciated and markedly 
jaundiced white woman weighing 100 pounds 
had numerous blue-black nodules ranging to 8 
mms. in diameter in the skin of the upper portion 
of the back over a region 14 by 15 cms. There 
was a marked generalized icterus and numerous 
petechiae of the skin of the abdomen and thighs. 
The left eye was absent and there was no local 
recurrent tumor. The abdomen contained 1500 
ees. of clear, dark yellow fluid. The urinary 
bladder was distended with dark brown urine 
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which reacted strongly to the ferric chloride test 
for melanin. ‘The huge liver weighed 4775 
grams. (Figure 1) The lower edge of the left 
lobe of the liver extended 14.5 ems. below the 
tip of the xiphoid in the midline. The lower 
margin of the right lobe of the liver in the right 
anterior axillary line extended 14 ems. below the 
costal arch. The lower edge was rounded. The 
liver tissues were almost black but in the right 
lobe was a wedge-shaped region, slightly elevated, 
20 by 13 ems. with some brown liver tissue and 
grey nodules, that ranged to 5 mms. in diameter, 
along with blackened tissues. The remainder of 
the liver, especially the left lobe was markedly 
blackened and in the right lobe were black and 
grey nodules that comprised most of the tissue, 
but with some intervening brown liver substance. 
The capsular surface was nodular but beneath in 
the blackened tissues were residues of brown 
liver substance and also nodules of grey and 
spongy brown tissue ranging to 1 cm. diameter. 
The tissues on surfaces made by cutting were firm 
and elastic. ‘The lobular pattern was entirely 
obliterated and throughout were blackened nod- 
ules that ranged to 1 cm. in diameter. In the 
right lobe corresponding to the wedge-shapéd 
region described were nodules of black or grey 
and others grey with a smudge of black. The 
biliary lymph nodes were a blackened tissue mass 
4 by 3 by 0.8 ems. Surfaces made by cutting 
were firm black tissues. The pancreas weighed 
¢0 grams and was coarsely lobulated. There was 
no obstruction of the common bile or pancreatic 
ducts. The portal vein, the superior and in- 
ferior mesenteric veins were not unusual. The 
spleen weighed 50 grams and was 8 by 5.5 by 
2.5 ems. The capsule was slate grey and wrin- 
kled. On surfaces made by cutting the spleen 
was firm dark red tissues with a coarse filigree of 
trabecular markings. ‘The Malpighian bodies 
were distinct. The suprarenal glands were not 
unusual. The right kidney weighed 100 grams, 
and was 11 by 5.3 by 3.3 ems. The capsule 
stripped with slight resistance from a_ finely 
granular, tan-brown surface with a few small 
cortical retention cysts. The dark brown cortical 
tissues were 6 mms. wide. The pyramid tissues 
were grey-brown and ranged in height to a maxi- 
mum of 18 mms. ‘The cortical markings were 
distinct. ‘The renal pelvis and ureter were not 
unusual. The left kidney weighed 95 grams, and 
was 11 by 5 by 3.5 ems. The left kidney was 
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similar to the right. ‘The right pleural space 
was partially obliterated by scattered fibrous 
bands between the lung and the chest. On the 
left side there were fibrous bands between the 
apex of the lung and the chest. Behind and be- 
low were approximately 150 ccs. of dark yellow 
tuid. The left lung weighed 300 grams. The 
tissues were emphysematous and mottled slightly 
with carbon. The lining of the pulmonary veins 
was smooth and glistening. The lining of the 
pulmonary arteries had slight fatty and fibrous 
changes. The lining of the bronchi was hypere- 
mie and in the lumen was a small quantity of 
hlood-tinged fluid. On surfaces made by cutting, 
ihe lower lobe was moderately hyperemic. The 
right lung weighed 230 grams. The right lung 
was similar to the left. The pericardial sac and 
epicardium was smooth. On the front of the 
heart was a small amount of edematous fat tis- 
sue. There were multiple petechial hemorrhages 
beneath the epicardium. The myocardium was 
brown fibrillar tissue with moderate cloudy swell- 
ing. ‘The coronary arteries had fatty and fi- 
brous changes but the lumens were widely patent. 
The thyroid gland weighed only 5 grams. The 
lateral lobes were about equal in size, 2.7 by 2.2 
by 1 ems. Surfaces made by cutting were tan- 
brown thyroid tissues separated into irregular 
nodules by grey-white fibrous tissue. The brain 
weighed 1425 grams. The dura was stained 
yellow with bile. The cerebro-spinal fluid was 
clear and bile tinged. The leptomeninges and 
brain had no noteworthy changes. The para- 
nasal sinuses, the venous sinuses of the dura and 
the ear cavities were not unusual. Microscopic 
examination of the grey-white nodular portions 
of the liver tissues had solid masses of cancerous 
melanoblastic cells in a fine fibrillar stroma, 
arranged in dense cords and alveolar aggregates. 
The cells varied somewhat in size and shape but 
most of them were Jarge and had an oval vesic- 
ular nucleus and considerable pale, finely granu- 
lar cytoplasm. A few scattered cells contained 
a large amount of brown granular pigment. 
Other nodules had spindle-shaped cells, some 
also containing brown granular pigment. The 
histologic preparations from the blackened por- 
tions of the liver tissue had large masses of tumor 
cells arranged in mosaics and cords, and small 
aggregates. The tumor cells varied considerably 
in shape but most tended to be elongated or 
spindle shaped (Figure 2) arranged in whorls 
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in a variable amount of fibroplastic stroma. They 
contained small and large amounts of brown 
granular pigment. Other oval-shaped cells had 
an abundance of pigment. The biliary lymph 
node tissues were partially replaced by a fine 
fibrillar stroma with masses of tumor cells con- 
taining variable amount of brown granular pig- 
ment. The thyroid gland histologically also con- 
tained micrscopic masses of tumor cells. 
COMMENT 

Intra-ocular cancerous melanomas occur about 
equally in males and females, more frequently in 
the fifth and sixth decades, and rarely in chil- 
dren. The tumor may arise from any part of the 
choroid, the ciliary body or iris. Hematogenous 
metastasis is a great hazard and may develop 
from a small unsuspected tumor apparently con- 
fined to the eye. Metastases may occur into any 
tissue and may not manifest their presence until 
many months or even years after removal of 
the eye. The liver is a common site of metastasis, 
is usually extensively involved and becomes huge. 
This patient is in the age group in which intra- 
ocular malignant melanoblastomas occur most 
frequently. Her subjective symptoms were ap- 
parently present but a few weeks before her eye 
was removed, yet metastases had already oc- 
curred. 
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Figure 2. Photomi- 
crograph _ illustrating 
the spindle cell struc- 
ture of the cancerous 





ECLAMPSIA IN A THIRTY-TWO 
YEAR OLD MULTIPARA 

This 32 year old white female, a para II and 
gravida IV, entered St. Luke’s Hospital for the 
5th and last time on March 28, 1949. She died 
on March 29, 1949. The patient was seen at 
St. Luke’s Hospital in 1943 when she had a 
spontaneous miscarraige at 4 months’ gestation 
which was followed by a dilatation and curettage. 
In 1944 and in 1947 the patient had normal de- 
liveries without complications. Except for some 
morning nausea for several months, the prenatal 
course of her last pregnancy was uneventful until 
March 5, 1949, about 2 months before the ex- 
pected date of delivery. At this time she de- 
veloped edema of the fingers and her blood pres- 
sure was 140/50 mms. of mercury, having been 
110/70 the month before. The urine contained 
5 mgms. per cent of albumin. She was placed 
on a low salt diet, a limited fluid intake, pheno- 
harbital and restricted activity. Two weeks later 
the blood pressure was 126/74 mms. of mercury 
and the urine was normal. She had no com- 
plaints. The patient gained a total of 17% 
pounds. She was well until the day before ad- 
mission when she awoke at night complaining 
of abdominal discomfort, and had some nausea 
and vomiting. About 4 hours later the patient 
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Figure 3. Photograph illustrating the hemorrhages and necrosis of the liver. 


had a convulsion, which was thought by the 
husband to be a fainting spell. In the next 
four hours 4 more convulsions occurred before 
the attending obstetrician was called. She could 
not be aroused from her last convulsion and was 
brought to the hospital. 

She was in the 7th month of pregnancy and 
unconscious when admitted. The temperature 
was 98.2°F. rectally, the pulse 88 and respira- 
tions 12 per minute. ‘The blood pressure was 
180/120 mms. of mercury. The head, neck and 
chest examinations were essentially normal. The 
uterus was the size of the 7-month gestation. No 
fetal heart tones were heard. There was a slight 
bloody show. The reflexes of the extremities were 
normal. The bloody urine, with a Ph of 6.0, 
contained more than 2000 mgms. per cent of al- 
bumin and microscopically large numbers of casts 
of several types were seen. A later urine speci- 
men contained a trace of sugar and a 2-plus ace- 
tone. 
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Shortly after admission the patient had a 
convulsion. She was given oxygen, magnesium 
sulfate, morphine, sodium amytal, sodium pento- 
thai and hypertonic glucose. After the first stage 
vf labor lasting 6 hours, she delivered a slightly 
macerated stillborn male fetus and the placenta. 
Her blood pressure was 190/130 mms. of mer- 
cury, the pulse 88 and respirations 14 per min- 
ute. The patient never regained consciousness. 
The urine output decreased markedly. Despite 
extensive supportive therapy the patient became 
worse. She became markedy cyanotic and res- 
pirations ceased. The clinical diagnosis was 
eclampsia. 

The essentials of the anatomic diagnosis of 
the complete necropsy are: 

Extensive focal and hemorrhagic necrosis of 

the liver — eclampsia ; 

Puerperal uterus — abruptio placenta; 

Acute nephrosis and ischemia of the kidneys; 

Edema of the brain; 
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Blood-tinged cerebrospinal fluid ; 

Marked hypermia of the leptomeninges of the 
brain ; 

Kdema of the scalp, the hands, the legs and the 
perirenal and superior mediastinal fat tis- 
sues ; 

Bilateral hydrothorax ; 

Hyperemia and submucosal hemorrhages of 
the lining of the large and small bowel, the 
right renal pelvis and ureter and the urinary 
bladder ; 

Hemorrhages of the perirenal fat tissues, liga- 
mentum hepatoduodenale and gallbladder. 


The body of this adult white female weighing 
125 pounds had slight edema of the scalp, of the 
hands and the lower extremities below the knees. 
There were recent contusions and hemorrhages of 
the lower lip. The uterus was palpable 10 ems. 
above the symphysis pubis. The mammary 


glands were hypertrophied as with pregnancy and. 


had dilated ducts containing a milky secretion. 
The abdomen contained an estimated 500 to 800 
ces. of a blood-stained fluid in the various re- 
cesses. The uterus extended 13.5 ems. out of 
the pelvis, and between the horns was 9 by 10 
cms. The cavum of the uterus was filled with 
a huge blood clot, which was attached to the 
anterior wall and protruded from the external os. 
Surfaces made by cutting the myometrium had 
soft, grey, hemorrhagic fibrous and muscle tis- 
sue. The ovarian blood vessels were dilated, tor- 
tuous and ranged to 1.2 cms. in diameter. The 
left ovary contained a large corpus luteum of 
pregnancy. The lower margin of the left lobe 
of the liver was 1 cm. below the tip of the xiphoid 
process in the midline and the lower margin of 
the right lobe of the liver was at the costal mar- 
gin in the right anterior axillary line. The 
liver weighed 1570 grams. The lower margin 
was rounded and the capsule was smooth. Be- 
neath the capsule were numerous hemorrhages, 
many confluent dark red centrally and sur- 
rounded by bright red more recent hemorrhages 
(Figure 3). The hemorrhages comprised about 
75 per cent of the subcapsular surface of the 
right lobe and about 50 per cent of the subcap- 
sular surface of the left lobe. Surfaces made 
by cutting the liver had many extensive hemor- 
thages. The parenchymal tissues remaining were 
tan-brown. The right and left hepatic ducts and 
common bile ducts had no changes. The biliary 
lymph nodes were edematous, but there was no 
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obstruction of the bile ducts. The pancreas and 
pancreatic duct were not unusual. The spleen 
weighed 150 grams, was hyperemic and had 
prominent Malpighian bodies. The thoracic duct 
contained blood-stained fluid. The perirenal fat 
tissues were markedly edematous and hemorrhag- 
ic. The right kidney weighed 170 grams and was 
13 by 7 by 4.5 ems. The cortex of the kidney at 
the base of a pyramid was 8 mms., the corre- 
sponding pyramid was 10 mms. The deep red 
yyramidal tissues ranged in height to 21 mms. 
and the intervening columns of Bertini to 20 
mms. The cortex was tan-grey and the cortical 
markings were diminished so that the glomerular 
tufts were no longer visible. The dark red- 
brown medullary tissues contrasted sharply with 
the tan-grey cortex. The right renal pelvis and 
right ureter had numerous submucosal petechial 
hemorrhages (Figure 4). The left kidney 
weighed 195 grams and was 13 by 6.5 by 5 ems. 
In all essential detaiis the left kidney was similar 
to the right. The suprarenal glands were not 
unusual. The lining of the large and small 
bowel had numerous petechial hemorrhages. The 
pleural cavities each contained 300 ces. of slight- 
ly blood-tinged fluid. There was a marked 
hemorrhagic catarrhal tracheitis and bronchitis. 
The right lung weighed 350, the left 260 grams. 
The dependent portions were hyperemic and 
cdematous. The heart weighed 270 grams. The 
foramen ovale was patent through an oblique 
slit 2 by 1 ems. The mycocardium and coronary 
blood vessels were not unusual. The thyroid 
gland weighed 13 grams. Surfaces made by 
cutting were tan-brown tissues moist with colloid. 
The lining of the upper portion of the trachea 
was edematous. The leptomeninges were mark- 
edly hyperemic. The cerebrospinal fluid was 
blood-tinged. The brain weighed 1210 grams. 
The brain was slightly edematous. The con- 
volutions were somewhat flattened and the sulci 
correspondingly narrowed. The lining of the 
paranasal sinuses was edematous and the lumens 
contained a small amount of viscid secretion 
material. The lining of the venous sinuses of 
the dura was smooth and in the lumens was 
fluid blood. Cultures of the peritoneal fluid, 
the pericardial fluid, the pleural fluid, the heart 
blood and spinal fluid had no growth. The micro- 
scopic examination of the liver tissues demon- 
strated extensive periportal hemorrhages and fo- 
cal necrosis in the periphery of the lobules. 
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Figure 4. Photo- 
graph illustrating 
the acute paren- 
chymatous changes 
of the kidneys. 


Beneath the thin capsule were numerous fo- 
cal hemorrhages. ‘The central veins were gener- 
ally small and contained only a few erythrocytes. 
The sinusoids generally were narrow, some were 
dilated. The parenchymal cells were swollen. 
T’eripheral and other portions of the lobules 
were necrotic, hemorrhagic and infiltrated with 
a few leucocytes. In some lobules the necrosis 
extended from the periphery to the mid-zone 
regions. The periportal blood vessels were hy- 
peremic and about them were small hemorrhages. 
There were no unusual changes in the bile ducts. 
The liver cells had slight fatty changes. The 
glomerular tufts of the kidney were vascular. 
‘There were no adhesions between the capillary 
tufts and capsule. The lumen of the capillary 
loops were narrowed and contained little blood. 
The Bowman’s capsules were thin. The lining 
cells of the convoluted tubules were swollen and 
in the lumen were granular precipitates. The 
lining cells of the collecting tubules were also 
swollen. The lumens contained masses of red 
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blood cells, eosinophilic granular precipitates and 


hyaline casts. ‘The stroma was not appreciably 
increased. In the subcapsular regions were a few 
small focal infiltrations of lymphocytes. There 
was also an acute urinary cystitis. 
COMMENT 

This 32-year old multipara in her 7th month 
of pregnancy developed edema of the hands and 
an elevated systolic blood pressure and albumin- 
uria. She was placed on a low salt diet, a 
limited fluid intake, phenobarbital and restricted 
activity. She improved under treatment. About 
5 weeks later she had an explosive attack of con- 
vulsions with coma and hypertension. She de- 
livered a slightly macerated infant that was 
thought to have been dead but a few hours. She 
remained in coma, and following delivery had 
another convulsion and developed marked oli- 
guria. The blood pressure remained elevated. 
Despite supportive treatment she became cya- 
notice and died within 24 hours from the onset 
of the convulsions. 
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BUREAU 

Fifty Year Club Member.—Dr. O. J. Flint, Prince- 
ton, was presented the certificate and insignia of 
membership in the Fifty Year Club of the Illinois 
State Medical Society at a recent meeting of the 
Bureau County Medical Society, The presentation 
was made by Dr. Joseph O’Neill, Ottawa, Coun- 
cilor of the Second District. 

CHAMPAIGN 

Society News.—Dr. Arnold Jackson, Madison, 
Wisconsin, addressed the Champaign County Medi- 
cal Society recently on “Hypothyroidism, Diagnosis 
and Management.” 

COOK 

Branch Meeting.—‘“The Use of ACTH in the 
Treatment of Rheumatoid Arthritis” was discussed 
by Dr, David E. Markson, associate professor of 
medicine, Northwestern University Medical School, 
at a meeting of the North Shore Branch of the 
Chicago Medical Society, November 1. Dr. Max 
Samter, assistant professor of medicine, University 
of Illinois College of Medicine, spoke on “Allergy— 
Newer Trends in Treatment.” 

Society Election—Dr. Fred Shapiro was elected 
president of the Chicago Orthopaedic Society at its 
recent meeting. Other officers are Dr. Earl S. 
Leimbacher, vice president; Dr, Manley A. Page, 
president-elect and Dr. Sam W. Banks, secretary- 
treasurer.—Officers of the Chicago Society of In- 
ternal Medicine are Dr, Sidney Strauss, president; 
Dr. Howard L. Alt, vice president and Dr. Ernest 
G, McEwen, secretary-treasurer. 

Society News.—The Chicago Rheumatism So- 
ciety was recently addressed by John R. Mote, medi- 
cal director of Armour Laboratories, on “Physiology 
and Metabolism of the Adrenal Cortex in the 
Human Being” and Matthew Taubenhaus, associate 
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attending physician at Michael Reese Hospital, on 
“Endocrine Aspects of Connective Tissue Develop- 
ment.” Officers of the Chicago Rheumatism So- 
ciety include Edward F. Rosenberg, president and 
Stanley Fahlstrom, secretary-treasurer. 

Legal Medicine—The Chicago Medical School 
sponsored four lectures on Legal Medicine early in 
December by Dr. Leone Lattes, chairman, depart- 
ment of medical jurisprdudence at the University 
of Pavia, Italy. The titles of the lectures were 
“Tdentification of Blood Stains and Secretions”’, 
“Paternity Tests”, “Legal Aspects of Industrial 
Medicine”, “Legal Medicine of Blood Transfusion.” 


The Jaffe Lecture—The fourth Richard H. Jaffe 


lecture was delivered November 25 by Dr. Gran- 
ville A, Bennett, professor and chairman of the de- 
partment of pathology, University of Illinois College 
of Medicine, on “Reactive and Neoplastic Changes 
in Synovial Tissues.” 

Dr. Herrick Honored.—Several hundred Fellows 
of the Institute of Medicine of Chicago and promi- 
nent guests paid tribute to Dr. and Mrs. James B. 
Herrick at a reception given with the University of 
Chicago Press in the Institute’s rooms on Monday, 
October 24, from 4:30 to 6:00 o’clock. The recep- 
tion was held to mark the publication of Dr. Her- 
rick’s autobiography “Memories of Eighty Years.” 

Appointments at Chicago Medical School.—The 
following faculty appointments have been made at 
the Chicago Medical School: Dr. Israel M. Becker. 
instructor in medicine; Dr. Bernard E, Cohler, as- 
sistant in urology; Dr. Marvin S. Freilich, instruc- 
tor in radiology; Dr. Lawrence S. Mann, instruc- 
tor in surgery; Dr. Vera Perlmutter Morkovin, 
assistant in surgery; Dr. Laurence H. Rubenstein, 
instructor in thoracic surgery; Dr, S. Lloyd Teitel- 
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man, instructor in surgery and Dr. Philip Warsaw, 
assistant in medicine. Dr. Roscoe C. Giles has been 
appointed assistant professor of surgery at the Chi- 
cago Medical Schsol, it was announced recently by 
Dr, John J. Sheinin, Dean. 

Dr. Giles, who received his medical degree at Cor- 
nell University College of Medicine, has been senior 
attending surgeon to Provident Hospital since 1925, 
and alternate attending surgeon at Cook County 
Hospital since 1947. 

Alumni Election.—Dr, F. Lee Stone, class of 1910, 
was recently elected president of the Medical Alum- 
ni Association of the University of Illionois for the 
coming year. Other officers are Drs. Edward A. 
Christofferson, president-elect; Walter J, R. Camp, 
first vice president; Fred L, Glenn, second vice 
president; Michael H. Streicher, secretary-treasurer 
and Walter E. Simmonds, necrologist. Medical 
Alumni Association councilors are Drs, William 
Plice, T. Wachowski, Franklin Wilson, H. M. 
Swenson, D, S. Beilin, Roy O. Riser, B. Cushman, 
O. Hawkinson, William Sladek, L. Wood, Charles 
H. Phifer and Paul Grabow. Dr, Streicher is chair- 
man of the nominating committee; Dr. Frank Thom- 
etz and Dr, Grabow also are on the committee. 


CRAWFORD 
Ninety-Five Years of Age—Dr. James M. Mitch- 
ell, Oblong, observed his ninety-fifth birthday, Oc- 
tober 14. It is interesting that Dr. Mitchell taught 
in rural schools for twenty-four years before he 
obtained his medical degree. 


DE WITT 
Society News.—Dr. F. Garm Norbury, Jackson- 
ville, addressed the De Witt County Medical Society, 
October 12, on “Psychosomatic Medicine.” 


FULTON 

Dr. Davis Chosen Outstanding General Practition- 
er—Dr. Ernest E. Davis, Avon, who will begin his 
forty-ninth year in the practice of medicine in IIli- 
nois, was chosen as Fulton County’s outstanding 
general practitioner at a meeting of the Fulton 
County Medical Society, October 20. Dr. Davis, 
who is the son of a physician, graduated at North- 
western University Medical School in 1900. 


KANE 
Staff Election—Dr. Donald Dick was elected 
president of the medical staff of Delnor Hospital at 
a recent meeting, Other officers are Dr. Norman J. 
Schreiber, vice president; and Dr. C. B. Weingarden, 
Wheaton, secretary-treasurer. 


LA SALLE 
Society Election—New officers of the La Salle 
County Medical Society are Dr, A. F. Lenzen, La 
Salle, president; Dr. Thomas E. Ryan, Ransom, 
vice president; and Dr. Martin J. Rosenthal, La 
Salle, reelected secretary-treasurer. 


LEE 
Personal.—Dr. Gene A. Sullivan, Amboy, was re- 
cently elected president of the Lee County board 
of health. 
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MACON 

Physician Honored.—Dr. C. Martin Wood, Deca- 
tur, who began the practice of medicine in 1899, was 
presented with membership in the Fifty Year Club 
of the Illinois State Medical Society at a recent 
meeting of the Macon County Medical Society. Dr. 
Wood graduated at the University of Michigan 
School of Medicine, 1899, and has been a member 
of the Macon County Medical Society since that 
year, serving as president since 1910. 


MC HENRY 

Ninety-Three Years of Age—Dr. W. S. Esh- 
baugh, Marengo, celebrated his ninety-third birth- 
day, October 7. Dr. Eshbaugh began the practice 
of medicine in Marengo in 1884. He was deputy 
coroner for fifteen years, health officer for more than 
forty years and served one term as alderman of the 
second ward. 


GENERAL 

Bowman Crowell Honored.—Dr. Bowman C. Cro- 
well, Chicago, recently retired associate director of 
the American College of Surgeons, has been awarded 
the American Cancer Society’s 1949 medal in rec- 
ognition of his outstanding contributions to the 
control of cancer. 

Diabetes Diet Manual Available—The American 
Medical Association has just published an unusual 
diet manual for physicians to give to their diabetic 
patients. This booklet provides space for the physi- 
cian to enter his individual patient’s daily gram re- 
quirements in each of the main food groups: vege- 
tables and soups, fruits and juices, breads and cere- 
als, meats, milk, cream and butter and fats. Corre- 
sponding as well as related foods are listed accord- 
ing to the number of grams a patient may take and 
stay within his daily requirements. 

Size of the manual is only 2-5/8” x 4-5/8” so 
that it can fit easily into a vest-pocket or purse, and 
it has a gray washable plastic cover without printing 
on the outside so that the manual may be referred 
to in public without attention being called to the 
fact that the reader has diabetes. The inside front 
cover has spaces for the patient’s and the physician’s 
name, address and telephone. There is an introduc- 
tion for the patient and words for those who use 
insulin, 

Single copy, $.35; 10 copies, $2.75; 25 copies, 
$6.75; 50 copies, $13.40; 100 copies, $26.60, Post- 
age prepaid. 

The dietary method used in the booklet was de- 
vised by Dr. Arthur R, Colwell of Northwestern 
University Medical School. 





MARRIAGES 
CHARLES MICHAEL VAN Duyne, Pontiac, to Miss 
Anna Christine Pearce, San Francisco, recently. 
WALTER Pinkus to Miss Lois Ferdinand, both of 
Chicago, recently. 
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DEATHS 


WILLIAM MCKINLEY ALLEN, Chicago, who gradu- 
ated at the State University of Iowa College of Medi- 
cine, Iowa City, in 1928, died August 13, aged 51, of 
chronic myocarditis. 


Norton West BowMAN, Flora, who graduated at 
Miami Medical College, Cincinnati, Ohio, in 1895, died 
suddenly October 9, aged 77. He had practiced medi- 
cine in Clay County for 55 years and was a member of 
the Illinois State Medical Society “Fifty Year Club.” 


Epwarp D, Canatsey, Jacksonville, who graduated at 
Barnes Medical College, St. Louis, in 1904, died October 
27, aged 70. He had practiced medicine in Jacksonville 
34 years. 


WiLuiAM C. DanrortH, Evanston, who graduated at 
Northwestern University Medical School in 1903, died 
November 11 in Evanston Hospital, aged 71. He was 
Chief Emeritus of the Department of Obstetrics and 
Gynecology at Evanston Hospital and professor of 
gynecology and obstetrics (Emeritus) at Northwestern. 


LAWRENCE GARY GouLp, Lombard, who graduated at 
Chicago Medical School in 1941, died in Idaho Springs, 
Colo., in August, aged 36. 


GARRETT J. HAGENS, retired, Chicago, who graduated 
at Northwestern University Medical School in 1891, 
died November 13, aged 81. He had practiced medicine 
in Chicago more than 50 years. 


Louis J. Harris, Chicago, who graduated at the 
University of Illinois College of Medicine in 1906, died 
October 26, aged 68. 


ANNA BOLENDER HIN»ps, retired, Berwyn, who gradu- 
ated at the University of Illinois College of Medicine 
in 1905, died in October, aged 78, following a long 
illness. 


DonALp W. KILLINGER, Joliet, who graduated at the 
University of Illinois College of Medicine in 1927, died 
October 18, aged 48. He was president of the Will- 
Grundy County Medical Society. 


ApAMm B. KNaAppP, Belleville, who graduated at the 
University of Tennessee School of Medicine in 1892 


and practiced medicine in Vincennes, Indiana for 55 
years, died September 8, aged 87 of arteriosclerotic 
heart disease. 


Rosco—E GENUNG LELAND, Chicago, who graduated at 
the University of Michigan Department of Medicine 
and Surgery in 1909, died at his home, October 17, aged 
64, of acute coronary occlusion. In 1931 Dr. Leland 
became director of the Bureau of Medical Economics 
of the American Medical Association. During World 
War II he was appointed a supervisor of the consultant 
office in the headquaters of the AMA for the Procure- 
ment and Assignment Service for Physicians, Dentists 
and Veterinarians and a member of the Health and 
Medical Committee of the Selective Service System. 


SorEN SVALHEIM NorsMAN, Chicago, who gradu- 
ated at the College of Physicians and Surgeons, School 
of Medicine of the University of Illinois, in 1900, died 
August 13, aged 85, of cerebral hemorrhage. 


Garrett A. Norton, retired, Aurora, who graduated 
at Rush Medical College in 1884, died October 23, aged 
90. He had practiced medicine in Kane County over 
50 years. 


MAurRICE OppENHEIM, Chicago, who graduated at 
Medizinische Fakultat der Universitat, Wien, Germany, 
District at the Frisina Hotel, Taylorville, December 
in 1899, died October 26, aged 73. He was professor 
and head of the department of dermatology and syphil- 
ology at the Chicago Medical School. 


Tuomas W. Rice, Centralia, who graduated at Mis- 
souri Medical College in 1897, died October 19, aged 77. 


CLARENCE OLDs SAPPINGTON, Chicago, who graduated 
at Stanford University School of Medicine, Stanford 
University, San Francisco, in 1918, died November 6, 
aged 69. He was consultant in industrial health, in- 
dustrial hygiene and occupational diseases. 


Atrrep HENry STEPHANI, retired, Chicago, who 
graduated at Rush Medical College in 1886, died Oc- 
tober 7, aged 84. 


ABRAHAM JOSEPH WEINBERG, Chicago, who gradu- 
ated at Rush Medical College in 1920, died August 7, 
aged 53, of melano-sarcoma of the jaw. 
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“FOR THE COMMON GOOD" 


Health Talk Televised on WGN-TV.—“ Peanuts, 
Pennies and Safety Pins” was the title of a telecast, 
October 26, over WGN-TV, when Paul H. Holinger, 
showed his collection of foreign bodies and demon- 
strated the procedure of removal. X-rays and instru- 
ments aided in the visual demonstration, Other 
telecasts in the weekly series of the Educational 
Committee of the Illinois State Medical Society, in 
cooperation with WGN-TV, were: 

Danely P. Slaughter, November 2, on Maybe It 
is Cancer. X-rays instruments and slides were com- 
bined to tell the story. 

Evan Barton, November 9, on What’s New in 
Arthritis. In this telecast, which discussed rheuma- 
toid and osteoarthritis, a vial of ACTH and actual 
hog pituitaries, lent through the courtesy of Armour 
Laboratories, gave visual emphasis as to why the 
drug was not yet available for public distribution. 
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Tom Jones, November 16, Visual Health Educa- 
tion. All known and established media used in 
visual health education were displayed and demon- 
strated through the new medium of television. 

With the exception of the November 9 telecast, 
when Dr. Samuel J. Hoffman, director of the Hek- 
toen Institute for Medical Research, acted as moder- 
ator, Dr. Theodore R, Van dellen appeared in this 
role. 

Lectures Arranged Through the Educational 
Committee of the Illinois State Medical Society. 

George M. Cummins, Chicago, The Borrowed 
Time Club in Evanston, November 29, on Geriat- 
rics. 

Harry M. Hedge, Lakeview High School in Chi- 
cago, November 22, on Cosmetics and You. 

Rudolph Novick, Chicago Lawn Woman’s Club. 


When “The ‘Old Look’ in Mental Care” was telecast over WGN-TV on September 7, 1949 out-moded restrain- 
ing devices were used. The cast (left to right): Richard H. Graff, Supt., Peoria State Hospital; Jo Linder of 
the Society’s Chicago office; George A. Wiltrakis, Dir., medical and surgical services, Mlinois Dept. of Public 
Welfare; Frank McGorrin, DePaul University student; Theodore R. Van Dellen; and, in the crib, Pat Mahoney, 
DePaul student and part-time employee of the Society's office. 


For December, 1949 
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December 6, on Keeping Up with Your Years. 

Norman T. Welford, La Grange, the Harvey 
Junior Woman’s Club and American Association of 
University Women, December 12, in Harvey, on 
Problems of Parenthood. 

W. W. Bolton, Public Health Chairman, Illinois 
“Federation of Women’s Club, in Chicago December 
15, on What Health Education Should Mean to You. 

Robert R. Mustell, Park Manor Woman’s Club 
in Chicago, January 3, on The Menopause. 

Alex J. Arieff, Town and Garden Woman’s Club, 
in Chicago, January 10, on Psychosomatic Medicine. 

Carl H, Hamann, Rockford, Harvard Woman’s 
Club, January 16, in Harvard on Your Mental 
Health. 

John L. Reichert, Woman’s Auxiliary, Jackson 
Park Branch of the Chicago Medical Society, Janu- 
ary 17, on Our School Health Program: A Chal- 
lenge to the Medical Profession. 

Charles W. Scruggs, Calumet High School PTA, 
in Chicago, January 18, on Superstitions About 
Health. 

Alfred D, Biggs, Daniel J. Corkery PTA in Chi- 
cago, January 19, on Your Child’s Mental Health. 

Herbert E. Schmitz, Woman’s Auxiliary, West 
Side Branch of the Chicago Medical Society, Janu- 
ary 20, on Maybe It Isn’t Cancer. 

Ernest W. Gutzmer, Villa Park, Lansing Woman's 
Club in Lansing, January 23, on The Menopause. 


Lectures Arranged Through the Scientific Service 
Committee of the Illinois State Medical Society: 

Frank F. Maple, Stephenson County 
Medical Society in November 17, on 
Cesarean Section. 

P. V. Dilts, Springfield, Macoupin-Montgomery 
County Medical Societies in Carlinville, November 
Arthritis. 


Chicago, 
Freeport, 


22, on 


Lindon Seed, Chicago, Sangamon County Medical 


Society in Springfield, December 1, on Present 
Treatment of Thyroid Disease, 

James H. Mitchell, Chicago, Bureau 
Medical Society in Princeton, December 13, on 
Fungus Diseases, including Differential Diagnosis. 


Frank Dickinson, Ph.D., Northwest Branch of the 


County 


American Academy of General Practice in Chicago, 
December 16, on How Rich Are You? 

Michael L. Mason, Chicago, La Salle County 
Medical Society in La Salle, January 12, on Crush- 
ing Injuries of the Hand, illustrated. 


Postgraduate Conference in Pekin —A Postgradu- 
ate conference was held for the Fifth Councilor 
District of the Illinois State Medical Society at the 
Pekin Country Club, Pekin, November 17, with 
Harold M. Camp, Monmouth, secretary of the state 
society, and Ralph F. Peairs, Normal, Councilor for 
the District, presiding, and with the Tazewell Coun- 
ty Medical Society acting as host. The following 
Chicago physicians participated: 

Samuel M. Bluefarb, Newer Methods in Dermato- 
logic Treatment (kodachromes). 

Lyle A. Baker, Clinical Aspects of Pericarditis, 
illustrated. 

John W. Huffman, Cancer of the Cervix. 

Frederick H. Falls, Cesarean Section, 

After a social hour and dinner, John T. Reynolds 
discussed “Diagnostic Problems and Operative Pre- 
cautions in the Treatment of the Acute Surgical 
Abdomen.” 


Conference in Taylorville—A Postgraduate Con- 
ference was arranged for the Seventh Councilor 
District at the Frisina Hotel, Taylorville, December 
15, with W. A. Monaghan, Taylorville, president of 
the Christian County Medical Society, presiding. 

In the evening, the speakers were Claude E. Lam- 
bert on “Principles of Fracture Treatment,” and Ed- 
win S. Hamilton, Kankakee, member of the Board 
of Trustees of the American Medical Association, 
What the Coordinating Commitee is Doing, 

Both these conferences were arranged through 
the Postgraduate Education Committee of the II- 
linois State Medical Society. 
and with the society acting as host. 
luncheon, speakers included: 

E. Lee Dorsett, St. Louis, “Breech Presentation 
and Delivery.” 

George A. Hellmuth, Newer Aspects of Cardio- 
vascular Diseases. 

Harry A, Oberhelman, Surgical Problems in In- 
fancy and Childhood. 

Franklin Corper, Nephritis in Childhood. 


Following a 
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